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*PERNIVIT’? FOR CHILBLAINS 


Tablets: of Acetomenaphthone B.P. and Nicotinic Acid B.D.H. 
The vasodilator action of nicotinic acid and the effect of vitamin K in maintaining 
normal vascular permeability and blood coagulability are combined in ‘ Pernivit’ to 
provide a most effective treatment. Bottles of 50 and 500 tablets. 


Literature and samples on request 
THE BRITISH DRUG HOUSES LTD. 
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AJOR ENDOCRINE DISORDERS 
By S. LEONARD SIMPSON, M.D., F.R.C.P. 
Endocrinologist, Willesden General Hospital, Princess Louise 
Children’s Unit of St. Mary’s Hospital, Soho and Samaritan 
Hospitals for Women 
“ Thoroughly recommended to students, general practitioners, 
and consultants.”—British Medical Journal. 


Second Edition (1948) 574 pages 122 Illustrations 


Oxford University Press 
([RCHEIQUES IN PHYSIOTHERAPY 
Edited by 


F. L. GREENHILL, S.R.N., M.C.S.P., T.H.T. 
pen in-charge, edical Rehabilitation Unit, Royal Free 
ee ital; Late Sister-in-charge, Rehabilitation Unit, rill End 
5. Hospital St. Bartholomew’s) ; Former Member Council 
of C red Society of Physiotherapy 
Assisted by 
B. HEALD, C.B.E., M.D., ig on in Rheumatism and Arthritis. 


42s. net 





Now available 


J. N. BARRON, F.R.C.S., in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.8. P., M.A.O. v., Occupational Therapy in 
Medicine and Surgery. 
Demy 8vo Pages 222 +x 8. Plates 34 Pigures 
12s. 6d. net, plus 7d. postage 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


ONTROL OF COMMON FEVERS 
By twenty-one Contributors. Arranged “9 
Dr. ROBERT CRUICKSHANK and EpiTor of THE LANCET 
Demy 8vo 362: +. vi pages 33 graphs 38 tables 
12s. 6d. + 5d. postage 








The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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New (1948) Second Edition 


BDOMINAL OPERATIONS 


By RODNEY MAINGOT, F.R.C.S, 
Surgeon, Royal Free Hospital 
2nd (194s) — in one volume Pp. 1274 1051 Illustrations 
including 16 Coloup Plates £4 4s. net 


H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 °\, 
Third Edition Now available... 





INTRODUCTION TO 
DISEASES OF THE CHEST 


By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consultin ng Physician, 
Royal "Y National Sanatorium, Bournemouth; late 
Physician, St. Bartholomew’s Hospital 
Demy 8vo 308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


Fourth Edition “Now available 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Se., Ph.D. 
Demy 8vo 252 + xii 10s. 6d. net, plus 5d. postage 


“«,.. should be widely read by members 
of our profession.” —B.M.J. 


The Lancet Limited, 7, Adam-street, Adelphi, 





London, W.C.2 W.C.2 


JU NDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By H. LE MARQUAND, M.D. (Lond.), F.R.C.P. (Lond.) 
Physician, Royal Berkshire Hospital 
and F. H. W. TOZER, M.D. (Lond.), M,R.C.P. (Lond.) 
Sometime Clinical Assistant, Royal Berkshire Hospital 
Demy 8vo. 298 + x pages Illustrated  15s., plus 5d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
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H. STANLEY BANKS’S 
The Common Infectious Diseases 


viii +354 pages, with 90 illustrations. Published December |. 21s. net 


SIR ARTHUR HURST’S 
A Twentieth Century Physician 
With a Foreword by Professor J. A. Ryle, M.D. 


viii+ 


+200 pages, with 





12 plates. 15s. net 
T. P. McMURRAY’S 
A Practice of Orthopedic Surgery 

Third Edition. viii +444 pages, 191 illustrations. 30s. net 


D. H. COLLINS'S 
The Pathology of Articular and Spinal Diseases 


viii+332 pages, 199 illustrations. Published December IS. 35s. net 
W. GORDON SEARS’S 
Medicine for Nurses 

Fifth Edition. viii+ 472 pages, with 66 illustrations. 12s. 6d. net 


TEN TEACHERS’ 
Diseases of Women 


Eighth Edition, edited by CLIFFORD WHITE, FRANK COOK and 
Sir WILLIAM GILLIATT. viii+461 pages, 170 illustrations, | plate. 
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course of action 


against chilblains . 


Two or three months may yet pass before the chilblain 
season is at its height. But active anticipation ofthe win- 
try weather can make the future a great deal brighter 
for those inveterate chilblain cases. Started now, a daily 
routine of four Ostocalcium Tablets will make an essen- 
tial contribution towards the healthy capillary circulation 
so vital in withstanding the cold. Ostocalcium exerts 
a controlling influence on the permeability of the capilla- 
ries, preventing the exudation of fluid into the tissues 
that causes the characteristic swelling and inflammation. 
And the Ostocalcium formula takes full account of the 
need for vitamin Din calcium therapy, eachtabletcontain- 
ing 500i.u. of the vitamin with 125 milligrams of calcium. 





In bottles of 50 and tins of 100 


GLAXOLABORATORIESLTD.,GREENFORD,MIDDLESEX.BYRon 3434 





‘VOLPAR’ 


’ VOLuntary PARenthood 


A report (Human Fertility, Vol. 6, No. 1, p.1) 
upon the times taken by fifteen different chemical 
contraceptives to effect complete immobilisation 
of spermatozoa demonstrates, clearly and decis- 
ively, the effectiveness of ‘Volpar’ preparations; 
indeed, the results of the investigation proclaim 
the supreme position held by ‘ Volpar’ when 
classed according to its spermicidal activity. 
Moreover this classification is reflected in the 
confidence placed in ‘Volpar’ Gels and in 
*Volpar’ Paste, both in the clinics and by the 
medical profession. 


A specially designed ‘Volpar’ Applicator is now available for 


those patients who prefer to use ‘Volpar’ Paste instead of 


*Volpar’ Gels. a 
For maximum safety ‘Volpar’ Gels or Paste should be used with 
a cap or sheath. 


Specimen packings of ‘ Volpar’ Gels or Paste 
will be forwarded to pltyiiclans on request. 


MEDICAL DEPARTMENT 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 
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A PRACTICAL TEXTBOOK OF LEPROSY 


by R. G. COCHRANE, M.D., Ch.B., F.R.C.P., D.T.M.& H. 
ffonorary Medical Superintendent of the Lady Willingdon Leprosy Sanatorium, Chingleput ; 
Lecturer in Leprosy and Dermatology in the Christian Medical College, Vellore, S. India 
‘ith a Foreword by Sir GEORGE McROBERT, C.LE,, M.D., F.R.C.P., D.T.M. & H. 


Contents. include : Introduction—tiology—Epidemiology—Pathology—Diagnostic and other Serological 
Tests—Signs and Symptoms—Classification and Technique of Examination—Atypical Lesions and the 
Development of Lesions—Differential Diagnosis—Reaction in Leprosy—Lesions of the Nose, Ear, Mouth, 
and Throat, Lesions of the Eye—Treatment of Leprosy—Treatment of Neuritis in Leprpsy—Treatment of 
Eye, Nose, and Throat Lesions—Treatment of Trophic Ulcers—Treatment of Syphilis in Leprosy, Treatment 
of Certain Concomitant Skin Affections—Prognosis, Criteria of Discharge and After-care—Prevention of 
Leprosy—Practical Methods of Leprosy Control—Index. 


*“ Because of the completeness of the clinical and treatment sections the work will be of practical value to 
leprologists everywhere.’—British Medical Bulletin. 


296 pages 175 illustrations 42s. net 


THE BACKGROUND OF THERAPEUTICS 


by J. HAROLD BURN, M.D, F.R.S. 
Professor of Pharmacology in the University of Oxford 


Contents include: Systems of Medicine—The Hypothalamus as a Reflex Centre—The Thyroid and 
Thiouracil—The Process of Disinfection—Allergic Symptoms, Anaphylaxis and Histamine—Obesity— 
Principles of Chemotherapy in Syphilis—The Malaria Problem—Sulphonamides, Salicylates, Agranulo- 
cytosis, and Folic Acid—Iron and Calcium—Plasma Protein and the Liver. (Edema and Digitalis—The 
Steroid Hormones—Acetylcholine in Skeletal Muscle. Myasthenia Gravis—Advances in Neurology— 
Analeptics, including Pressor Agents—Theories of Anesthetic Action—Alloxan Diabetes—Statistics 
Explained—Index. 


* Few recent books will give so much pleasure to the thinking doctor.’—Lancet. 
374 pages 59 illustrations 26 tables 22s. 6d. net 


AN INTRODUCTION TO PHARMACOLOGY 
AND THERAPEUTICS 


by J. A. GUNN, C.BE,, M.D., D.Sc., F.R.C.P. 
Emeritus Professor of Pharmacology and Therapeutics in the University of Oxford ; late Chairman 
of the British Pharmacopeia Commission 


Contents include : tntroduction—Water and Salts—Kations of the Blood—Drugs Acting on the Alimentary 


*Carial—Heavy Metals—Metalloids—Drugs Acting on the Central Nervous System—Drugs Acting on 


Sensory Nerves—Drugs Acting at Efferent Nerve-ends—Drugs which Act Directly on Involuntary Muscle 
—Drugs Acting on Heart-muscle—Drugs Acting on the Respiratory System—Drugs which Influence 
Metabolism, Blood, etc.—Vitamins—Hormones—Phenol and Allied Aromatic Compounds—Antipyretics 
and Analgesics—Antitoxins, Vaccines, Toxins—Drugs used in Bacterial Infections. Local Antiseptics— 
Chemotherapy. Resistance Acquired by Micro-organisms—Drugs used in Bacterial Infections. Systemic 
Antiseptics—Drugs used in Trypanosomiasis and Protozoal Infections—Drugs used in Worm Infections : 
Anthelmintics—Index. 


* This well-known book, the friend of countless students and practitioners..—Medical Press. 


EIGHTH EDITION 312 pages 8s. 6d. net 


OXFORD UNIVERSITY PRESS 
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HEMATIN COMPOUNDS 
AND BILE PIGMENTS 


Their Constitution, Metabolism and Function 


By R. LEMBERG 
(Royal North Shore Hospital, Sydney) 
and 


J. W LEGGE 


(Department of Biochemistry, University of Melbourne) 


CONTENTS : 


Introduction. Methods. Porphyrin Chemistry. Bile 
Pigment Chemistry. Hematin Compounds. Hemo- 
globin. Comparative Biochemistry of Hemoglobin. 
Hematin Enzymes. Chemical Mechanism of Bile Pig- 
ment Formation and other Irreversible Alterations 
of Hemogicbin. Hemoglobin Catabolism. The For- 
mation of Hemoglobin and other Hemoproteins and 
the Synthesis of Porphyrins in the Animal Body. The 
Pyrrole Pigments in Evolution. Index. 

67-tables 120s. 


1949 775 pages 150 illustrations 


INTERSCIENCE PUBLISHERS, LTD. 
2a Southampton Row London, W.C.1 





































Ready November 28+ 


43 x7} in. 168 pp 12s. 6d. ; postage 5d 
THE TUBERCULOUS PROCESS 
By ALFRED LEITGY, M.B., Ch.B. (Edin.) 


A study of the tubercle bacillus and of the 
its spread. 


conditions necessary fot 


5}x Shin. 120 pp. LIilustrated. 10s. 6d. ; postage 5d. Ready November 29 


EPIDEMIOLOGY IN COUNTRY PRACTICE 
By WILLIAM NORMAN PICKLES, M.D. 

A re-issue of this well-known ‘classic.’ 

this book. 


Every country doctor should read 


7 X Of in. 1115 pp. Illustrated. 60s. ; postage 1s. 


INDUSTRIAL MEDICINE 
PROCEEDINGS OF THE NINTH INTERNATIONAL CONGRESS, 
LONDON, SEPT. 13th-17th, 1948 
This volume should be in the hands of all concerned with Industrial Medicine 
54 x 84 in. 254 pp. 14 Charts. 21s.; postage 6d 
INFANT NUTRITION 
By F. W. CLEMENTS, M.D., B.S., D.T.M., D.P.H 
Presents an introduction to the rapidly expanding science of nutrition, and 


gives the known facts so that the paediatrician and the nurse may have 
them readily available. 


54 xX 8h in. 216 pp. 28 Plates. 12 Illustrations in Text. 21s.; postage 6d 
By M. ENGLER, M.D., D.P.M. 
This book fills a definite gap in the literature on the subject. The author 


presents a summary of all the published work and endeavours to show that 
there can be but one explanation ofythe aetiology of the syndrome. 
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| MEET YOURSELF | 
AT THE DOCTOR’S | 


by MASS-OBSERVATION with illustrations by RONALD SEARLE i} 
| 
| 


Whatare people really thinking in waiting room and consulting room? 
How does a childrens’ clinic seem through the eyes of a mother? What | 
has the doctor to say about his daily round? What are the reactions of | 
a hospital patient to a bedside clinic? Mass-Observation, in a book 
which will be of absorbing interest to the whole medical profession, 
reveals the personal impact of the National Health Service and peoples’ 


| 
own ideas about health and sickness. | 
| 
| 


Price Three Shillings and Sixpence vet 





29 GEORGE STREET 








LONDON Wi {| 
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THE SAFE 


Constipation is a common cause of ill-health, and it is the concern 
of those who tend the sick to relieve their patients from this disorder. | 


In this connection, ‘California Syrup of Figs’ perfectly meets the 
need for a safe yet efficacious aperient. 


or synthetic cathartics, it is corrective not purgative, and re-educates 


the bowel to normal function. 


Its pleasant taste and simplicity of dosage makes ‘ California Syrup 
of Figs’ the laxative of choice for young and old alike. 


‘CALIFORNIA SYRUP OF FIGS’ = 


1, WARPLE WAY, LONDON, W.3 


LAXATIVE 


Completely void of mineral 



















Why Ribena in 
Blood Dyscrasias ? 


Because it is established that vitamin C 
is an important factor in the proper utilisa- 
tion of iron by the body, and that, in the 
treatment of iroa-deficiency anezmias, an 
optimal intake of vitamin C is important. 
Because, too, clinical experience has proved 
its value as an adjunct in nutritional anemias, 
as also. m hemorrhagic states. More 
specific information will be gladly supplied 
on request. 

Ribena is the pure undiluted juice of 
fresh ripe blackcurrants with sugar, in the 
form of a delicious syrup. Being freed 
from all cellular structure of the fruit, it 
will not upset the most delicate stomach. 
It is particularly rich in natural vitamin C 
‘not less than 20 mgm. ,per fluid ounce) 
and associated factors. 


40 BLACKCURRANT SYRUP 


oy ee NIGRA) 


. W. CARTER & CO., Ltd. (Dept 3.B) 
The Royal Forest Factory, Coleford, Glos 
Eire.—Inquiries should be addressed to Proprietaries (Eire) Led., 
17/22, Parkgate Street, Dublin. 
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THE SPECIFIC AGENT 
AGAINST GRAM-NEGATIVE 


ORGANISMS PHENOXET OL 


NIPA 


Phenoxetol is effective against Penicillin resistant organisms 
and compatible with Penicillin. 


Phenoxetol is not inactivated in the presence of serum. 


Phenoxetol is especially effective against gram-negative 

organisms including Ps. pyocyanea. It is used by local 

epniconons in the treatment of infected wounds...abscesses 
-indolent ulcers ...associated with Ps. pyocyanea. 


Phenoxetol is very effective in pyocyanea infections of burns 
or superficial wounds. It is especially useful in the pre 
aration of surfaces for skin grafting associated with th Bs. 
pyocyanea, and may also be used together with Penicillin 
in solutions and creams. 

Phenoxetol should not be used for parenteral injection. 


References: Lancet. 1944, 247, pp. 175 and 176 British Medical 
Journal: 1946, 1, p. 50 Pharmaceutical Journal: 1945, 155, p. 245. 


Original Bottles — 100 cc., 250 cc., 500 cc., 1,000 cc. and 2,000 c.c. 


NIPA LABORATORIES LIMITED 
TREFOREST TRADING ESTATE NR. CARDIFF 
Telephone: Taffs Weil 128 
Sole Distributors for the United Kingdom: 

P. SAMUELSON & CO. 

AFRICA HOUSE, 44-46, LEADENHALL STREET, LONDON, E.C.3 
Telephone: Royal 2117-8 
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HE problem child is frequently aided by 
Ys Benzedrine’ Tablets. Recurrent bouts of 
aggressiveness and destructiveness often yield to 
the drug in what appears to be a specific way. 
The noisy child becomes much more subdued ; 
the activity of the hyperkinetic child becomes 


The problem ehild ... 









less disjointed ; and co-operation, sociability, and 
behaviour are improved. 

‘ Benzedrine’ Tablets are often a useful adjunct 
in the treatment of nocturnal enuresis, particularly 
in cases that are characterized by unusually 
profound sleep. 





oo 


Br Te 





© Now available: ‘Benzedrine’ 


Ampoules containing 20 . BENZEDRINE ? TABLETS 


mg./I c.c. for parenteral 


administration. Issued in bottles of 50 tablets each containing 5 mg. amphetamine sulphate 


MENLEY & JAMES, LIMITED, 123 COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade mark ‘Benzedrine’ 
BT9 











New one-minute tablet test for detecting urine-sugar 


CLINITEST__ 


TRADE MARK 

CLINITEST has been approved by the Medical Advisory Committee 
of the Diabetic Association. This unique tablet method for urine-sugar 
analysis is a copper reduction test with all reagents compressed in a single 
tablet. It is based on the same chemical principles involved in the Benedict 
Test, but it requires no external heating. The tablet generates its own heat. 
It provides a one-minute test equal in sensitivity and reliability to other 
standard qualitative copper reduction tests. Simply drop one CLINITEST Tablet 
into the test tube containing the proper amount of diluted urine. Allow time for 
reaction and compare with the colour chart. 


CLINITEST offers these advantages : 
CONVENIENT . No external heating — no measuring of reagents. 


COMPACT .. - essentials are contained in a hygienic pocket- 
size case. 

SIMPLE . . . Only three simple steps involved — ensuring full ° 
co-operation of diabetic patients. 

SPEEDY . . . Complete test takes less than one minute. 


Sole Distributors for Ames Company, Inc. 


DON S. MOMAND LTD 


57 ALBANY STREET, LONDON, N.W.I 























Prices to the Public 
CLINITEST SET, complete . . 12/- 
REFILL BOTTLE (36 tablets). . 4/- 


Supplies now available through good 
Telephones: EUS 1326 & 2076 class chemists, or from the Sole Dis- 

tributors who will send full information 

A PRODUCT OF THE AMES COMPANY INC., ELKHART, IND., U.S.A, and medical literature on request, 
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They seldom appear singly 


lt. ABNORMAL nutritional requirements as 
seen in pregnancy, lactation, adolescence, 
fevers and periods of undue strain fre- 
quently lead to mild undernourishment 
and where intake does not equal output a 
vitamin deficiency will inevitably result. 


It is recognised that vitamin deficiencies 
seldom appear singly and where such a con- 
dition is diagnosed persistent and adequate 
multiple vitamin therapy is indicated. 

‘“WYAMIN’ capsules supply vitamins 
A, B,, B,, C and D with riboflavin and 
nicotinamide in correct physiological pro- 
portions. The normal dose is one or two 
‘“WYAMIN’ capsules daily. 


*Wyamin’ 


Trade Mark 








Multi-vitamin capsules 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON RD., LONDON, N.W.1 Wyeth 
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® Whenever iron deficiency diseases are diagnosed 
maximum therapeutic efficiency can be achieved by 
the administration of IDOZAN. 

Especially indicated in hypochromic anaemias 
and anaemias of pregnancy, IDOZAN is also a 
valuable restorative in convalescence and general 
debility. 


@ Contains 0.75 gm. (12 gr.) of pure Iron 


(Fe) in each tablespoonful. 
@ Is palatable, readily assimilated and 
well tolerated. It is ideal for children. 


@ Does not cause constipation or dis- 
coloration of teeth. 


=, 
Ce Supplied in 8 oz., 40 oz. and 80 oz. bottles. 
Ly = Send for literature and clinical sample. 
ATES AWN COOPER LTD. 
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WORKS, WEST DRAYTON, MIDDLESEX 
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HEXESTROL + PHENOBARBITAL 





Compressed tablets each containing 3 mgs. of Hexestrol (Dihydro- 


diethylstilbcestrol) and 20 mgs. of phenobarbital. Tablets are 
scored to facilitate dosage reduction. Indicated in 
the treatment of menopausal syndrome, including 
nervous manifestations. ‘| Bottles of 20, 
50 and 100 tablets 


MANUFACTURED IN ENGLAND 
FOR 


G. W. CARNRICK CO. 


Distributors : Brooks & Warburton Ltd., 240 Vauxhall Bridge Rd., London, S.W.1 






















for both EXCEPTION 


and the rule 


=-.. While functional constipation is 

usually founded on long-term 
neglect, exceptional circumstances often 

bring transient distress to otherwise careful individuals. 

Dietary indiscretion, sudden change in environment, travel and other modifi- 

cations in the daily routine are frequent exciting factors. 

Whether constipation be the exception or the rule, tM return to normal bowel 

function is favoured by the 

gentle moderating action of 


Agarol* Emulsion. 
AGAROL is supplied in 6 and 14-oz. bottles. It is avail- 


able in 14-0z. bottles (minimum quantity six bottles in 





contdiner) for dispensing only. Not subject to Purchase 


Ulllam R WARNER and Co- Lid. 


PH O- ME BR RO ke SP, 7G? No 


*TRADE MARK REG. 


Tax when used on prescription. 
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A S PIRIN isan acidic substance, sparingly soluble 


D I ~ P R I N is neutral, stable, soluble—and palatable 


The reasons for preferring calcium aspirin to aspirin, lie 
chiefly in the fact that it is a neutral, soluble and bland 
compound, whereas aspirin is acidic, sparingly soluble 
and may act as a gastric irritant. But calcium aspirin 
has a defect of its own — chemical instability; hitherto the 
difficulty has been to manu- 
facture it in the form of tablets 
that remain free of nauseous 
breakdown products, under 
reasonable conditions of storage. 


tablet preparation, readily dissolves 
to yield a substantially neutral 
and palatable solution of calcium 
aspirin that can be prescribed 
in all conditions in which 
acetylsalicylate administration is 
indicated. 

Extended clinical trials show that 
Disprin in massive dosage, even 
over long periods, can be tolerated 


This difficulty has now been 
‘Disprin,’ a stable 


without the development of gas- 


overcome. tric or systemic disturbances. 


DIS PRIN Neutral, soluble, stable 
palatable, calcium aspirin 





Bottle of 26 tablets, price 2/- including Purchase Tax + On prescription Disprin 


: is free of Purchase Tax + Clinical sample and literature supplied on application 


RECKITT & COLMAN LTD., HULL AND LONDON. (PHARMACEUTICAL DEPT., HULL) 








Detecting Deficiency 


EARLIEST symptoms of vitamin B-complex deficiency 
are often difficult to detect without exhaustive and 
far-reaching tests, Where B-avitaminosfs is sus- 
pected, for example, when the patient complains of 
“not feeling well” but fs unable to be more 
specific, administration of total B-complex as 
provided in ‘ BEPLEX’ is indicated, 

* BEPLEX’ fs available in two forms, the Elixir 
which is a palatable aqueous extract of rice bran, 
and Capsules which contain concentrated yeast 
extract. These provide in a convenient and com- 
plete form all the elements of the B-complex. 

* BEPLEX” Elixir is available in bottles of 4 oz. 
*BEPLEX’ Capsules are available in bottles of 50. 


* Beplex’ 


Elixir and Capsules 
HOUSE, EUSTON ROAD, LONDON, NW. , 








JOHN WYETH & BROTHER LIMITED, CLIFTON 
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3 sulphonamides | 
are better than one... 


‘“ One of the greatest advances in the use of sulpha 
drugs is unquestionably the recent introduction 
of multiple sulphonamide therapy."’ 

(Ledbetter, J. H., and Cronheim, G.E. 
(1948) Amer. J. med. Sci., 216, 27.) 


‘* One of the main limiting factors in effective sulphonamide therapy has been the 
danger of renal damage from the free or conjugated drug. Crystalluria has 
been reported in from 26 to 28 per cent. of patients when sulphadiazine or 
sulphamerazine are given separately." 

(Flippin, H. F., and Rheinhold, J. G. (1946) Ann. Int. Med. 25, 433.) 


By using a combination in partial dosage of three sulphonamides 
structurally different but therapeutically equivalent, however, the risk of crystal 
deposition in the urinary tract is reduced to a minimum. The absorption of each 
sulphonamide is not interfered with by the presence of others. 


‘SULPHATRIAD’... 


loh ide tabi. 





compound an 


Each tablet or 4 c.c. teaspoonful of suspension 
contains sulphathiazole 0.185 gramme 
sulphadiazine 0,185 gramme 
sulphamerazine 0.130 gramn 


In acute infections the parenteral administration of a ‘ loading dose ’ of 
‘SOLUTHIAZOLE ’ brand neutral soluble form of sulphathiazole is recommended 
as a preliminary to the oral administration of * Sulphatriad ’. 


** Sulphatriad ’ is supplied in containers of 25, 100 and 500 tablets 
and 4 oz. and 80 oz. suspension. 
** Soluthiazole ’ is supplied in boxes of 6 and 25 x 5 c.c. ampoules 
and in multi-dose containers of 25 c.c. 


* Trade Mark 


manufactured by 


MAY & BAKER LTD : 


WU OOO. VU «Nistributors +WOUMMMMMMMMMMMMMMH@q@q@qM@q@q@q]q]@]YH@@@qq@qqqMMMMM@@ltar 
ane want poem (MAY & BAKER) a DAGENHAM 


L/L ddeecceccceeecccdceedeeececcccccceedeccddee eee deed ee eee eee eE@eeee@e eeEeeEeeeeeeEeE@eeEE@E EEE lll 3. 








THE Lancet] 


THE LANCET GENERAL ADVERTISER 





[Nov. 26, 1949 





LAWS 


OF MEDICINE 


Weigert’s Law 


“That the degree of reparation 


of mpured tissue 


exceeds the demand” 


KARL WEIGERT 





KARL WEIGERT (1843 — 1905) was a pathologist 
and bacteriologist, and Director of the Institute of 
Anatomy and Pathology at Frankfort. 

If a Green Lizard loses its tail, it will grow 
two or even three more, simultaneously. Such 
lavishness is often shown by nature in order to 
* make assurance double sure ’. 

Similarly in the quest for new synthetic 


substances of therapeutic value, research 
chemists often prepare and test several hundred 
compounds during the preliminary stages alone. 

The pharmacological teams at Boots recognise 
this and accept it as part of their exacting work. 
They are satisfied if after preparing thousands 
of new substances, one is eventually found to 


be of service to the medical profession. 


LB 


BOOTS PURE DRUG CO. LTD. NOTTINGHAM ENGLAND 
P-6 
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Be i... 


The mentally depressed patient who will neither ‘‘fit in’’ with his surroundings nor co-operate 
in treatment presents a stubborn and increasingly widespread problem in these difficult days. In 
such a case, a drug is needed to improve the patient’s mental outlook and overcome :inertia- 


The answer, both in sickness and in convalescence, is provided by the remarkable stimulant 


effect of 
(Mahlaias Bed 
s & S 
‘A AT RTS * 

a Wa a a 

(d-N-Methylamphetamine Hydrochloride), 5 mgm. Bottles of 25, 100 and 500 
BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
ASSOCIATED HOUSES: NEW YORK MONTREAL SYDNEY CAPE TOWN BOMBAY SHANGHAI BUENOS AIRES CAIRO 
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Towards 
maximum 


“« Tn the treatment of vitamin-B deficiency states 
the maximum effect. is obtained by the adminis- 
tration of a well balanced preparation containing 
the vitamin-B complex. 


The characteristic symptoms which mild deficiency 
of this complex produces, including anorexia, 
loss of weight, constipation and depression, 
respond rapidly to the administration of Befolin 
Tablets. 


When the diet is restricted or when the dietary 
intake does not meet an increased demand Befolin 
Tablets A&H supply the ideal supplement. 


BEFOLIN AscH 


Each tablet contains : 


Aneurine hydrochloride 10 mg. 
Ribofiavine .. -PO-aiig. 
Nicotinamide . 20°0 mg. 
Folic Acid 1'7 mg. 





Supplied in bottles of 25 and 100. 






Literature on application. 


HANBURYS LTD 
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THE DIAGNOSIS OF BONE TUMOURS * 


JAMES F. BRAILSFORD 
M.D., Ph.D. Birm., F.R.C.P., F.I.C.S. 
CONSULTING RADIOLOGIST AND DIRECTOR OF RADIOLOGICAL 
STUDIES IN LIVING ANATOMY, UNIVERSITY OF BIRMINGHAM 
“* They that have power to hurt and will do none, 
That do not do the things they most do show, 
Who, moving others, are themselves as stone, 
Unmovéed, cold, and to temptation slow; 
They rightly do inherit Heaven’s graces, 
And husband Nature’s riches from expense ; 
They are the lords and owners of their faces, 
Others, but stewards of their excellence.” 
Sonnets, W. SHAKESPEARE. 

WHEN the diagnosis of bone tumours depended solely 
on the clinical evidence, limbs were sometimes amputated 
though the lesion was benign and would have resolved 
under efficient treatment. There were no early diagnoses 
and probably no cures. 

Because of this and because pathologists had shown 
the advantages of histopathological examinations in soft- 
tissue lesions, it became customary to seek early diagnosis 
of bone tumours by biopsy. This practice, however, 
always carries important risks, and I believe these should 
no longer be taken now that radiological aids to diagnosis 
offer an alternative. 

At the same time it is clear that radiography can 
itself be gravely misused. There has been a tendency 
to teach that radiology is a short cut to diagnosis, which 
renders preliminary clinical investigation unnecessary 
and even undesirable—that progressive disease is asymp- 
tomatic and its detection in the early stages only possible 
by radiography. This in turn has focused attention on 
the radiographic appearances rather than the patient’s 
condition ; indeed it has led to treatment of the radio- 
graphic appearances, and sometimes gross neglect of the 
disease. Such erroneous teaching indicates ignorance 
of important radiographic periods : 

1. The latent negative radiographic period—the period 
between the date of trauma, or the onset of clinical 
signs and symptoms, and the first appearance of abnor- 
mality on the X-ray film. (In some cases the clinical 
signs and symptoms begin to fade before the radiographic 
signs develop, for there is a lag in the radiographic 
evidence of resolution as well as of progression.) 

2. The positive radiographic symptomless period—the period 
during which radiography continues to show signs of a 
lesion, though resolution or complete healing has taken 
place and the patient is free from symptoms. This 
period often endures for the remainder of the patient's 
life. 

In certain circumstances the first of these two periods 
overlaps the second: the radiographic signs of an 
active illness have not yet appeared, while those of a 
former illness are still conspicuous. 

To ignore the clinical evidence and treat the patient 
according to the radiographic findings may have serious 
consequences, and radiography, therefore, should never 
precede or supplant adequate investigation. The fact 
remains that the diagnosis of tumours of bone from 
the clinical signs and symptoms alone is almost impossible. 


RISKS OF BIOPSY 


If biopsy could be proved to result in a prompt 
accurate diagnosis, the risks it involves might be worth 
taking. But in bone lesions it has very serious limitations, 
and is liable to important erroneous interpretations. 


1. Biopsy necessitates an anesthetic. Though this 
may appear of little significance, it is well to remember 
that some patients die during the exploration of lesions 
found afterwards to be benign—indeed, by a trick of 





* Based on an address delivered at many of the chief medical 
centres in the United States of America, 1948-49. 
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fate, the exploration of an inoperable carcinoma seems 
to carry less risk. 

2. Biopsy necessitates cutting into the lesion. It is 
contested that this does not spread malignant cells, but 
we are all familiar with the dispersal of infective organisms 
by such surgery: the cutting into a tuberculous focus 
has been responsible for the subsequent development 
of tuberculous meningitis. In any condition where the 
clinical and radiographig features determine the need 
for resection we should avoid making any unnecessary 
incision into the lesion. Comparison of radiographic 
appearances before and after biopsy shows that the 
surgical incision does disperse malignant cells locally, if 
not generally ; before biopsy we see the disease confined 
to the bone, but after the cortex of the bone has been 
cut into we see an irregular periosteal reaction, spicules, 
and abnormal soft tissue tumours—a sort of explosive 
effect. 

3. Biopsy adds the reactions of trauma to those of 
the disease. These affect not only the histological features 
of the lesion but also the serial radiographic appearances 
which may become much harder to evaluate. It interferes 
with the normal sequence of changes in bone lesions, 
which, left undisturbed, may be characteristic and permit 
of accurate diagnosis. 

4. Biopsy removes bony scaffolding which may seriously 
interfere with the resolution and stability of the affected 
bone—particularly when it is a ‘‘ real biopsy ’’ in which 
an extensive survey of the exposed lesion is made and 
several pieces of tissue, sometimes of good size, are 
removed. Needle biopsy is acknowledged, even by the 
enthusiasts for biopsy, to be of little use. fer bone 
lesions. 

5. Biopsy does not always provide material on which 
a reliable opinion can be formed. The material removed 
may be from bone away from the influence of the patho- 
logical process (e.g., normal bone), from bone showing 
only the reactive changes surrounding the lesion, or 
from a degenerative part of the lesion. But even when 
the whole lesion is submitted for histopathological 
examination to a number of eminent pathologists, we 
may receive as variable a number of verdicts, ranging 
from benign to highly malignant. Particularly in the 
presence of some deficiency, osseous dystrophy, or 
dysplasia, the histological responses of bone to trauma, 
inflammation, and neoplastic change may be apparently 
indistinguishable; and the result of biopsy is that 
some malignant processes escape detection while some 
benign lesions are given the significance of malignancy. 
In any case, the tissue removed represents but a part of 
the bone at the time of its removal, and from it the 
pathologist may not be able to estimate its age, assess 
the essential nature of the change or origin, or determine 
the rate of growth of the cellular structure. If the 
lesion has been subjected to any extraneous influence 
such as trauma, X radiation, or influential medication, 
the histological findings may be changed accordingly : 
the extent of the influence of these factors may be 
impossible to estimate. Too often the pathologist is 
blamed when it is the material supplied which is respon- 
sible for the difficulties. The unreliability of the pro- 
cedure has never been better demonstrated than in a 
case where an osteopathologist’s biopsy diagnosis of 
chondrosarcoma had later to be changed to benign 
ossifying hematoma—because the patient was considered 
unfit for amputation and his lesion had a chance to 
resolve. The comment made was: “ had the limb been 
amputated in this:case no one could have proved that 
this was not a sarcoma cured by amputation’ (Baker 
1946)—an admission of the highest significance when 
evaluating the reliability of biopsy. 

6. Biopsy may actually be the cause of delay in surgical 
treatment. This happens more often than is supposed. 

Y 
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In one case I recorded, the diagnosis of osteogenic 
sarcoma was made from the characteristic radiographic 
features, but there was seven months’ delay in amputation 
because of failure to obtain histological evidence of 
tumour or malignancy, despite exploratory biopsy and 
resection of the large abnormal bony mass as completely 
as possible. The idea prevails that biopsy facilitates 
early diagnosis, and early diagnosis permits of precipitate 
amputation ; yet this patient was subjected to three 
unnecessary exploratory operations in the seven months’ 
interval between the radiological diagnosis and the 
belated amputation. 


THE SURGEON’S RESPONSIBILITY 

In view of the foregoing risks I would suggest that, 
before doing any biopsy, the surgeon should (a) under- 
take to act on the pathologist’s findings, and (b) plan 
the operation he would consider necessary if malignant 
disease is reported, and (c) obtain the necessary permission 
of the patient or relatives. 

If he is going to quibble over the pathologist’s report, 
even to the extent of sending the preparations to other 
pathologists for opinions, or if the patient or relatives 
are going to deny him permission to do what he thinks 
essential, he ought not to do the biopsy at all; for it 
will be useless and will inflict unnecessary mental and 
physical pain without conferring the slightest benefit on 
the patient. Sometimes, after receiving a biopsy report 
that a lesion was malignant, surgeons have attempted 
a local removal, either because they hoped it might be 
successful or because they did not wish to bear the 
responsibility of mutilating the patient. But if a lesion, 
clinically and radiographically, appears to be localised 
would it not be better to do a localised resection in the 
first instance, instead of having a first operation to cut 
a bit out and then have to face the risks and anxieties 
of a second? The resected lesion can then be sent 
entire to the pathologist, who will have a better chance 
to study its character. Whatever the pathologist’s 
report, the surgeon has the satisfaction of knowing that 
his surgery was designed to remove the entire lesion 
without dispersing the pathological tissue. The patient 
is better off than he would have been after a biopsy, 
for the surgeon has now the choice of waiting and 
watching the subsequent development, or of amputating 
the limb if he considers that necessary, and he has the 
patient’s consent. 

Many lesions resected in this manner, though reported 
as malignant from the histological characters, have proved 
to be benign and the patient has suffered no further 
disturbance. There have also been cases where the 
patient has died of metastases, though his lesion was 
reported as histologically benign. 

If any surgical intervention is to be undertaken, the 
surgeon should ask for radiological localisation and skin 
markings ; for the position of a lesion in a bone relative 
to the skin can be very confusing and a skin localisation 
saves time and assists efficiency. 


RADIOGRAPHY OF BONE TUMOURS 

Our knowledge of the radiographic appearances of 
many bone :esions has been built up from continuous 
studies of their course to destruction or resolution, aided 
by the pathologist’s contributions on isolated cases. 
As | have shown elsewhere (Brailsford 1948a), many 
bone diseases and tumours have characteristic radio- 
graphic appearances which allow of ready identification. 
On the other hand I am well aware that different kinds 
of lesions may have radiographic features which are 
indistinguishable from one another ; and that is why I 
disapprove of the practice of encouraging students to make 
a “spot”? diagnosis from one film. Sometimes the 
development of a lesion must be watched clinically and 
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radiographically, over a period depending on its rapidity 
of change, before coming to any conclusion. To those 
who crave early diagnosis this appears as procrastination, 
and they blame it for contributing to the high case- 
mortality from osteogenic sarcoma ; but I have satisfied 
myself that the earliest diagnosis of this lesion and 
prompt amputation does not ensure cure. 

Indeed, I have set out to detect evidence of osteogenic 
sarcoma at the earliest possible moment (sometimes on 
the first visit of a patient whose symptoms or signs 
have been present but a few weeks, as was supported 
by the nature and extent of the radiographic changes), 
and get amputation quickly ; yet in no such case has 
the patient survived—death has occurred within two 
years with metastases. In some cases metastases can be 
demonstrated in the lungs on the first visit of a patient 
complaining of a localised lesion of recent origin, and 
it is the experience of most surgeons who have dealt 
with a number of cases of osteogenic sarcoma that 
metastases and death follow prompt amputation. 


But if precipitate or prompt amputation does not 
ensure cure, it may certainly involve the loss of a limb 
for a benign lesion, which, left. untouched, would have 
resolved. Such an accident indicates undue haste, with 
insufficient and sometimes inefficient clinical and radio- 
graphic observation. It is said that by watching and 
waiting for the diagnosis to be established clinically and 
radiographically, you jeopardise the patient’s chances of 
cure if the lesion should turn out to be malignant ; 
but I nevertheless believe the delay to be justifiable. 
In my experience, when the clinical and radiographic 
evidence was inconclusive, the histology was equally 
confusing. No-one can prove that the delay resulted in 
the patient’s death. MacDonald (1949) recently stated 
that figures from the Registry of Bone Sarcoma showed 
“that more of the cured than the fatal cases had biopsy 
done one day to five years before amputation.” Other 
workers have said that patients who sustained more 
than one biopsy lived longer than those who had none 
or but one. I cannot understand such reasoning. The 
patient with a lesion which clinically and radiographically 
was an osteogenic sarcoma would not have needed a 
biopsy ; certainly not more than one. Do not multipie 
biopsies mean indecision and inconclusive evidence? In 
my experience biopsy has hastened, rather than retarded 
the development of osteogenic sarcoma. The essential 
claim made for biopsy is that it permits of early diagnosis, 
but actually it may confuse and seriously delay the 
recognition of malignant disease (Brailsford 1948b). 


My thesis is that careful clinical examination and 
radiography by experienced workers will enable them 
to give an early and accurate diagnosis without causing 
the patient any pain and without the consequences of 
surgical trauma. Sometimes the radiographic evidence 
is conclusive at the first examination. ‘In other cases 
first radiographs in themselves do not permit of a definite 
diagnosis, but in the light of the clinical history they 
may be very suggestive. For instance, where the history 
is of a definite trauma and the radiographs show changes 
which could have been produced by that trauma, it is 
very unlikely that malignant metaplasia has occurred 
in the tissues; for trauma as the immediate cause of 
sarcoma is very very rare. I am fully conscious of the 
fact that, in many cases of sarcoma, the history of 
trauma is given; but it is usually possible to see from 
the radiographic appearances that the trauma merely 
drew attention to a pre-existing lesion. That sarcoma 
can arise at the site of an old injury, or within a focus 
of disturbed ossification (e.g., in the dysplasias of bone) 
I have much evidence to prove. But if the trauma 
is recent the probability is that it has initiated an 
inflammatory focus and that suitable immobilisation 
and chemotherapy will soon confirm this without any 
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resort to surgery. Too often is the diagnosis of Ewing’s 
sarcoma made of a syphilitic or other inflammatory 
focus in bone because of certain ill-understood radio- 
graphic features, perhaps supplemented by histological 
examination of material removed at biopsy. Before 
reaching such a diagnosis it is particularly important 
to exclude all possibilities of an inflammatory focus, 
even to the extent of administering appropriate medica- 
tion, for the reports on serum reactions cannot always 
be reed on, and the only other alternative—amputation 
and deep X-ray therapy—are no cures for a Ewing’s 
sarcoma or syphilis. 

It is important to remember that the presence of a 
dysplasia of bone does not confer immunity to trauma, 
deficiency, endocrine, inflammatory or neoplastic com- 
plications ; and in some cases only a double diagnosis 
will explain the unusual clinical and radiographic features 
and the confusion in the histopathology. The possibility 
of a localised destructive process in a bone being a 
metastasis from a carcinoma must always be considered, 
and the response of such a lesion to a reasonable dose of 
X rays may well be worth seeking—especially as the 
lesion which will respond to such radiation will not 
require the dosage to be pushed to skin tolerance. 

Among the many radiographic features which often 
help to distinguish the nature of lesions in young people 
is the integrity of the growth cartilage. The malignant 
growth is often limited in its extension by this, though 
the adjacent diaphysis or epiphysis may be seen to be 
wholly infiltrated. The most common _ transgressor 
through the growth cartilage, even in the early stages 
of a lesion, is the tubercle bacillus—a fact which is often 
of great diagnostic help. 

Though from a study of many cases the gross histo- 
logical features can be suggested, it is not usually possible 
for the radiologist to offer a histological diagnosis. He 
has contributed his maximum for the good of his patient 
when he has reported to his colleagues that the lesion 
is benign or malignant: the enumeration of conditions, 
based on histological features, which it might be, is 
guess-work, and of little value to his surgical! colleagues. 
If it is histological features which the latter seeks, he 
can obtain them from a more reliable source. 

In the past the responsibility for the diagnosis has 
been passed to the pathologist. I believe that surgeon, 
pathologist, and radiologist all have their responsibility 
and only by a full recognition of that responsibility 
will the patient receive the best treatment. 


SUMMARY 


In the diagnosis of bone tumours, biopsy has serious 
limitations and risks. On a mistaken interpretation, a limb 
may be amputated for a lesion which would have resolved 
if left undisturbed. 

Usually a local resection of the entire lesion is preferable 
to biopsy. 

Certainly no surgeon should undertake biopsy unless 
he is prepared to accept the pathologist’s findings and 
already has the patient’s consent to the operation these 
dictate. 

The best and safest means of arriving at an accurate 
diagnosis is clinical observation, aided by serial radio- 
graphic studies. 

Though this observation may involve some delay, 
there is little reason to suppose that more immediate 
treatment would improve the patient’s chances of 
survival if his lesion is malignant. If his lesion is not 
malignant, an accurate diagnosis may save his limb. 
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CHLOROMYCETIN IN THE TREATMENT 


OF TYPHOID FEVER 
FOURTEEN CASES TREATED IN THE MIDDLE EAST 


A. T. Cook D. E. MarMIon 
M.B. Lond. M.A., M.B. Camb., M.R.C.P. 
CAPTAIN, MAJOR, R.A.M.C., 


R.A.M.C. > MEDICAL SPECIALIST 


THE accidental discovery by Smadel et al. (1948) that 
‘ Chloromycetin ’ was effective in the treatment of typhoid 
fever was confirmed by Woodward et al. (1948), and a 
small number of favourable reports have since been 
published in the United Kingdom (Bradley 1949, 
Murgatroyd 1949). A limited amount of the drug was 
made available for use in British military hospitals in 
the Middle East Land Forces. We here describe the 
results obtained in the British Military Hospital, Fayid, 
in a small series of cases from the Suez Canal Zone of 
Egypt. 

CLINICAL MATERIAL AND SELECTION OF CASES 

Typhoid and paratyphoid fevers are endemic in Egypt, 
and tend to occur sporadically and in small outbreaks 
of three or four cases among military and Royal Air 
Force personnel and families. The 25 cases recorded 
here were seen between February and September, 1949. 
All the patients had been protected by 1.4.8. inoculation, 
though 3 had not had booster doses within the preceding 
twelve months. 

The original intention was to carry out a controlled 
trial. However, the untreated control (case, '2) of the 
first case treated with the drug became so desperately 
ill that it was deemed unjustifiable to withhold chloro- 
mycetin, and there is little doubt that it saved his life. 
After this it was decided to give the drug only to the 
most severe cases. 

Future severity is difficult to assess in the early stages 
of typhoid, but experience showed that (1) a high 
maintained fever, (2) severe toxzemia with delirium, 
prostration, and repeated vomiting, and (3) the occurrence 
of complications, augured unusual severity when present 
in the early stages of the illness; in any event such 
cases run a long course, imposing a heavy strain on 
their resources, resulting in great debility and prolonged 
convalescence. This was the basis of selection for 
chloromycetin therapy. 

Salmonella typhi was isolated from the blood in all 
cases except no. 9 in which it was grown from the 
feces, and no. 14 in which the diagnosis was confirmed 
by agglutination reactions. This last case was treated 
at a civil hospital under the supervision of Lieut.-Colonel 
A. P. Trimble, R.A.M.C. 

Of the 25 cases, 14 were treated with chloromycetin, 
and of these 3 had relapses which were similarly treated. 
In addition we treated 1 case each of paratyphoid A 
and B fevers, with results identical with those obtained 
in typhoid. In 11 cases chloromycetin was not given. 
The 2 most severe of these (nos. 15 and 16) oceurred 
before we had the drug: one died of a perforation after 
a very stormy course, while the other relapsed ten weeks 
after becoming afebrile, but eventually recovered. 

DOSAGE AND ADMINISTRATION OF CHLOROMYCETIN 

Chloromycetin (Parke Davis & Co.) (chlorampheni- 
col) was dispensed in capsules containing 0-25 g. for 
oral administration. Each course started with a dose of 
approximately 50 mg. per kg. body-weight (10-14 
capsules). Vomiting, delirium, and lack of coéperation 
often made it difficult to administer this large dose, and 

it would have been an advantage to have a preparation 
for parenteral injection. In one case it was necessary 
to pass a Ryle’s tube and inject an aqueous suspension 
of the drug into the stomach. After the initial dose 
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The symbol ( +) is used where thesymptom, &c., was present but to an insignificant extent : + 
++++ = very severe. 
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one capsule was given every two hours until the tem- 
perature fell to normal, and thereafter every four hours 
to complete the course of 20-22 g., varying according to 
the size of the patient and the response to treatment. 
An average course took nine days. 

General treatment followed accepted lines. Patients 
were nursed in air-conditioned wards at a temperature 
of 70-80°F (the day temperature outside often being 
well over 100°F), and small frequent feeds were given of 
a high-calorie, low-residue bland diet with adequate 
minerals, vitamins, and fluids. When there was respira- 
tory infection of more than trivial degree, penicillin was 
given ; but it was not observed to make any difference 
while the typhoid infection remained active. 

All treated cases were kept in bed for 14 days or more 
after the fever had subsided, and by this time all but 
the most severe had become very active in bed (in 
marked contrast to untreated cases). Exercises and 
massage were started in all cases within a week of 
defervescence. 

CASE-HISTORIES 


The main features of all 25 cases are summarised in 
the accompanying table. We do not regard the untreated 
cases as controls, but it is nevertheless instructive to 
compare the two groups. 

Abbreviated clinical charts of the following cases are 
shown in fig. 1. 


Case 1.—A severe case with dysenteric onset. Male, aged 26, 
corporal, R.A.F. He had been admitted to another hospital 
with 4 days’ history of bloody diarrhoea ; this was unsuccess- 
fully treated with sulphonamides, and no pathogenic organisms 
were found in the stools. He became steadily worse, more 
toxic and dehydrated, and was transferred to our hospital 
on the 14th day of illness as a case of “clinical enteric.” 
On admission he was very ill, emaciated, confused, and 
doubly incontinent ; he had severe pea-soup diarrhea, and 
bedsores. S. typhi was grown on blood-culture. Chloro- 
mycetin treatment began on the 17th day of illness, and he 
was afebrile 4 days later, though he did not recover sphincter 
control till the 28th day. By the 33rd day he was mentally 
quite normal, eating heartily, and gaining weight. He started 
to get up on the 46th day, and was discharged to convalescent 
depot on the 75th day. 


Case 2.—A very severely toxic case with intestinal hemorrhage. 
Male, aged 20; aircraftman, R.A.F., admitted to hospital 
after a collapse at work, with several weeks’ history 
of vague ill health and headaches, and 10 days’ muscular 
pains and sweating (taken to indicate the onset of the illness). 
His general condition was good, and there were no physical 
signs except fever. S. typhi was grown from the blood. 
On the 16th day of illness he developed a confluent rash on 
trunk and limbs, and deteriorated steadily thenceforward 
until on the 25th day he had pea-soup diarrhoea and was 
irrational and incontinent. Though he was a “control” 
case it was deemed unjustifiable to withhold chloromycetin 
any longer, and on the 27th day administration was started. 
In the next 48 hours he had gross intestinal hemorrhage 
(about 4 pints in all); a continuous intravenous glucose- 
saline drip was instituted, and he also received 4 pints of 
blood, the latter causing severe rigors. He developed con- 
solidation at both lung bases, and the outlook was considered 
hopeless. On the 30th day, after a rigor, he was. thought 
to be dying, but he rallied in two or three hours, and improve- 
ment began from that time. He was very weak and remained 
incontinent until the 50th day; he was also found to have 
weakness of his left anterior tibial muscles (probably due to 
neuritis). He started to get up on the 70th day, and was 
invalided to the U.K. on the 93rd day, fully ambulant and 
gaining weight and strength but having tachycardia on 
exertion. 


Case 5.—A severe case with a relatively mild relapse. Male, 
aged 21; aircraftman, R.A.F., admitted with 4 days’ history 
of nausea, constipation, and headache. There were no physical 
signs except fever: S. typhi was grown on blood-culture. He 
became rapidly worse with incontinence, profuse vomiting, 
and delirium. Chloromycetin was commenced on the 7th day ; 
he started to improve 2 days later, was afebrile on the 12th 
day and mentally normal on the 13th. Progress was unevent- 
ful until the 35th day when he had evening fever, and for the 
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next 3 days his temperature mounted steadily. S. typhi 
were grown on blood-culture on the 38th day, and chloro- 
mycetin was recommenced on the 40th. He had moderate 
meteorism and vomiting. Temperature was normal on the 
43rd day, and convalescence was thereafter uneventful ; he 
got up on the 6lst day and was discharged to convalescent 
depot on the 82nd. 


Case 6.—A typical case of moderate severity with a long 
prodromal period. Male, aged 38; major, R.A.S.C. 18 days 
before admission he had a few days’ fever and headache, 
which improved, and then became much worse 3 days before 
admission. There were no physical signs except fever: 
S. typhi were grown on blood-culture. He rapidly became 
worse, and was mentally irritable and negativistic. Chloro- 
mycetin was beguh on the 2lst day, and his headache and 
mental condition improved 2 days later. He was afebrile 
on the 25th day, and free from symptoms. Further con- 
valescence was uneventful: he got up on the 40th day and 
was discharged to convalescent depot on the 59th. 


Case 10.—A severe case treated early, with a very severe relapse 
complicated by bronchopneumonia. Female, aged 26 ; aircraft- 
woman, W.R.A.F. Admitted from another hospital with 
8 days’ history of headache and fever; S. typhi had been 
grown from the blood on the 4th day. She had a tumid 
abdomen with rose spots and a palpable spleen. She became 
more ill, with vomiting and delirium, and chloromycetin 
was commenced on the 10th day. She started to improve 
2 days later, was afebrile the next day, and thereafter 
appeared to progress satisfactorily. On the 24th day she 
complained of retrosternal pain and was very miserable, 
and for the next few days her evening temperature was 
about 99°F. From the 3lst day the fever increased rapidly, 
and on the 32nd day S. typhi were grown on blood-culture. 
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By this time she had high fever with severe headache, abdominal 
distension, vomiting, respiratory distress, and prostration. 
There were signs. of confluent bronchopneumonia in both 
lungs. Her temperature remained high and her general 
condition slowly deteriorated. Chloromycetin was recom- 
menced on the 33rd day, but deterioration continued until 
the 38th day, when there was a slight but definite improvement. 
The following day she was afebrile and mentally normal, 
but very weak. Convalescence was uneventful: she started 
to get up on the 53rd day, and was invalided to the U.K. on 
the 70th day, ambulant and gaining weight rapidly. 

Case 12.—A case of average severity without complications. 
Male, aged 21; lance-corporal, Lancers. Admitted with 
4 days’ history of headache, malaise, fever, and backache. 
His spleen was palpable, and S. typhi were grown on blood- 
culture on the 8th day. He became drowsy, with meteorism 
and occasional vomiting, and chloromycetin was begun on 
the llth day. 2 days later he was still very ill and passing 
fluid stools, but his temperature was beginning to subside. 
On the 15th day he was afebrile and much improved generally. 
He started to get up on the 33rd day, and was discharged to 
convalescent depot on the 55th day. 

EFFECTS OF CHLOROMYCETIN IN TYPHOID FEVER 

The temperature is the most reliable’ objective guide 
to the progress of typhoid fever, and the temperature 
charts in fig. 1 show clearly the almost dramatic effect 
of the drug in bringing about rapid defervescence. It 
‘an be seen from fig. 2, furthermore, that there is no 
material difference in the speed of reaction at any stage 
of the illness: in no case did the fever persist for more 
than 5 days after administration of the drug was 
started. 

In the less toxic cases the general improvement keeps 
pace with defervescence, but in the more severely ill 
it is naturally retarded. In case 2, for example, chloro- 
mycetin therapy began on the 27th day of illness, and 
though defervescence took place in 3 days, mental 
confusion persisted for 13 and urinary incontinence for 23. 
Blood-pressure tended to drop as the temperature fell, 
but rose after a few days to a level higher than that 
maintained during the febrile stage. 

Where toxeemia was relatively mild the first improve- 
ment was a subjective one: headache and malaise 
diminished, and symptoms of respiratory infection sub- 
sided. This happened remarkably constantly within 
48 hours. The more toxic patients, who were mostly 
delirious responded less dramatically, but even in them 
some degree of improvement was discernible on the 
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second day of treatment: vomiting and meteorism 
became less troublesome, and there was generally a 
partial clearing of consciousness. Appetite usually began 
to return in 4-6 days, and was soon voracious. 

Whereas in the earlier and less severe cases the most 
striking effect of chloromycetin is the curtailing of the 
length of illness, in the later and very severe cases the 
accent is on the saving of life. Our cases 2 and 14 were 
regarded as moribund at or soon after the beginning of 
chloromycetin therapy, and case 10 was almost as 
desperately ill during her relapse. In our opinion these 
patients would have been unlikely to recover without 
chloromycetin. 

In the three relapses in our treated cases chloromycetin 
was just as effective as in the original attack. It is 
noteworthy that the severe respiratory infection that 
was the most important feature of case 10’s relapse 
responded within five days of the start of chloromycetin 
therapy, pari passu with the signs and symptoms of 
abdominal infection and toxemia. Though penicillin 
was given in this case there was a strong clinical impres- 
sion that the relief of typhoid toxemia by chloromycetin 
was the predominant factor permitting recovery of the 
concomitant respiratory infection. 

The effect of chloromycetin on complications cannot 
be judged on so small a series. The complications of 
extreme debility (bedsores, skin sepsis, parotitis, &c.) 
should, of course, be reduced almost to vanishing-point. 
As in the case mentioned above, respiratory infection 
(which is so constantly present that it should be looked 
on as part of the disease rather than as a complication) 
was usually relieved by chloromycetin, like the other 
clinical manifestations of typhoid fever. Perforation 
did not occur in any of our treated cases, but there was 
intestinal hemorrhage during treatment in one patient 
(case 2), and after treatment in another (case 3), coin- 
ciding with the onset of a relapse. Both hemorrhage 
and perforation have been reported by Woodward et al. 


(1948), who point out that the intestinal lesions require 


time to heal after the arrest of the active infection. 

Clinically speaking, the effect of chloromycetin seems 
to be to arrest the disease at whatever Stage it has 
reached, and to sterilise the blood at the same time ; 
defervescence takes place within five days, and con- 
yalescence then starts. In consequence a patient treated 
fairly early in his illness is spared much of the drawn-out 
fever and toxemia associated with the classical picture 
of typhoid, and begins his convalescence with relatively 
little debility. He also has much more strength with 
which to meet late complications and relapse, if they 
occur. After 14 days free of fever it is usually necessary 
to curtail rather than encourage activity, and the early 
return of appetite is noteworthy. It is fair, in fact, to 
say that the period of convalescence is halved by treat- 
ment with chloromycetin within the first two weeks of 
the illness. 

As regards late cases, so much damage has already 
been done here that, as we have said above, the accent 
is inevitably on the saving of life; but even in these 
cases the total length of the illness must be considerably 
diminished. 

No toxic effects were observed in patients given 
chloromycetin. Nausea and vomiting were present, if 
at all, before the drug was given. No particular effects 
were noted on the blood picture or the urine. 

It is obvious but worthy of comment that chloro- 
mycetin considerably eases the heavy burden that typhoid 
fever imposes upon the nursing staff, and in these days 
of universal shortage of nurses this is not the least of 
the benefits it confers. 

Our results and clinical observations cannot be treated 
statistically. In general, however, they are in accord 
with those of Woedward et al. (1948). 
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SOME COMMENTS 

Dosage.—The fact that relapses are seen in treated 
cases suggests that the dosage used was not optimal, 
and when the drug is more plentiful larger doses might 
be given with advantage. The present initial dose is 
about as much as a severely ill patient can manage, 
but the effect of increasing the dose after a few days, 
when the patient is fitter, might be tried. 

Relapses occurred in 3 cases, all of which had been 
treated early in the disease and responded rapidly. It 
seems: possible that-early treatment does not allow the 
full development of immunity. This suggests a profitable 
line of investigation which we have not been able to 
follow up. 

Early Diagnosis.—Now that an effective specific treat- 
ment is available for the enteric fevers, the importance 
of early diagnosis is apparent. In parts of the world 
where “ P.U.0.” is inevitably one of the commonest 
medical diagnoses on admission to hospital, and where 
the enteric fevers occur sporadically, early diagnosis 
depends on early blood-culture. 

Owing to the usually insidious onset of the enteric 
fevers, and the difficulties of early diagnosis, it will be 
rare for treatment to commence earlier than the second 
week of the disease. 

Management.—Despite the efficacy of chloromycetin, 
we are impressed by the fact that typhoid fever remains 
a severe and potentially dangerous disease, calling as in 
the past for a high degree of skill and vigilance on the 
part of the medical and especially the nursing attendants. 

SUMMARY 

A series of 25 cases of typhoid fever is presented. Of 
the 14 treated with chloromycetin, 3 relapsed but res- 
ponded to a second course. There were no deaths in 
the treated cases, 1 in the untreated. 

In general terms the effect of chloromycetin was to 
terminate the fever within five days, and to arrest the 
progress of the disease at the stage reached. 

No toxic effects were observed with chloromycetin. 

Chloromycetin appears to be an effective agent against 
typhoid fever, which nevertheless remains a severe 
disease. 

We wish to express our gratitude to Brigadier W. R. D. 
Hamilton, 0.B.E., consulting physician, Middle East Land 
Forces, who suggested and made possible this investigation, 
and whose advice and encouragement at all stages have 
been invaluable ; to Lieut.-Colonel A. P. Trimble, r.a.m.c., 
officer i/e.medical division, for granting us every facility to 
carry on the work and for allowing us to include case 14 
and providing us with the case-notes ; to the Officer Com- 
manding the Central Pathological Laboratory, M.E.L.F., and 
his staff, for carrying out the pathological and bacteriological 
investigations ; and to the nursing officers and nursing 
orderlies for their ready coéperation in the midst of their 
exacting duties. 

We are indebted to Colonel W. J. Officer, 0.8.£., commanding 
the British Military Hospital, Fayid, and to the Director of 

Medical Services, Middle East Land Forces, for permission to 
publish this paper. 
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INTEREST in diseases of the thyroid gland has lately 
been focused mainly on the possibility of controlling 
thyrotoxicosis by non-surgical means. This seems to 
be an opportune time to show that nodular goitre must 
be treated by surgery, whatever views one may hold 
on the.best method of dealing with the toxic types. 

The cases reviewed here comprise all the cases of goitre 
admitted in 1931-44 under the care of the late Cecil Joll 
to the Royal Free and Royal Cancer Hospitals in which 
malignancy was finally diagnosed. We hope that the 
evidence brought forward will convince the reader that 
a localised nodule in the thyroid gland should be regarded 
in the same way as a localised nodule in the breast 
and submitted to histological examination as soon as 
possible. 

INCIDENCE 

The malignant adenoma is the commonest malignant 
neoplasm of thyroid tissue. Graham (1925) states that 
this tumour constitutes 85° of all carcinomata of the 
thyroid gland, and his “findings have been accepted by 
most, other workers. Hence it is this gréup’ whose 
detection and cure offer the greatest scope and the best 
results in the war against thyroid carcinoma. 

Lahey (1941), who also emphasises that most thyroid 
carcinomata arise in adenomata, has always advocated 
the removal of adenomata,to forestall malignant change. 
The patient’s age or the size of the adenoma gives no 
guarantee that it is not malignant. Cattell (1946) states 
that “it is well recognised that malignant disease of 
the thyroid most frequently arises in the discrete foetal 
adenoma. All should be removed irrespective of the age 
of the patient or the size of the adenoma.” 

That this advice is sound is shown by the fact that 
almost every writer on this subject emphasises the 
difficulty of diagnosis. This is not surprising when 
one remembers that, in Graham’s classical paper (1925), 
photomicrographs of different parts of the same malig- 
nant adenoma are reproduced which show all the varied 
histological pictures from simple colloid adenoma to 
frank cancer. 

Cole et al. (1945) found that 24% of solitary nodules 
in the thyroid gland, but only 11% of the multinodular 
type, showed features of malignancy. This incidence is 
considerably higher than that quoted by most other 
workers : 

Joll (1932) estimated the incidence of malignant change in 
adenoma at 1%. Cattell (1946) states that about 4% of dis- 
crete thyroid adenomata show histological evidence of 
malignancy. Ward (1944) gives the incidence as 48%. 
Pemberton and Lovelace (1941) found malignancy in 11-4% 
of cases diagnosed as foetal or papillary cystadenoma. Balfour 
estimated the incidence at 1-6%, and Mears at 3-2%, in 
nodular goitre (both cited by Lahey et al. 1940). 

One of the most interesting studies in this connexion 
is that of Hinton and Lord (1946), who compared the 
solitary nodule in the thyroid gland with that in the 
breast. They found from 200 consecutive biopsies of 
tumours of the breast at the New York Hospital, that 
6-7% of clinically benign lesions were malignant, but-in 
their own series of 184 clinically benign nodular goitres 
7-6% were cancerous. They state emphatically that 
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“All non-toxic nodular goitres—single or multiple— 
should be removed surgically because of the high inci- 
dence of unsuspected cancer, a rate which exceeds that 
of cancer of the breast in the clinically benign group.” 

Much of this work is American; it, may therefore 
disarm criticism if the figures of the Royal Free Hospital 
(table 1) are given, since diseases vary somewhat in 
different countries. 


TABLE I—THYROID NEOPLASMS AT THE ROYAL FREE HOSPITAL 








Year | 














| 
Type of neoplasm |—— rt ta eh a chert Eee | Total 
{1931 1932)1933 3} 1934)1935) 5 11936 1937)1938) 
Localised nodular | 32 | 37 | 28 | 35 | 28 | 47 | 37 | 34 | 278 
goitre | | | 
Generalised nodular | 23 16 | 41 4 | 10 | 31 | 37 | 47 | 209 
goitre Eat | | | 
Retrosternal | 2 6 1 1 10 
adenoma | | | 
Malignant adenoma | 3 ae 5| 9] 13 33 
Total adenomata .. | 55 | 53 | 72 | 44 | 44 | 84 | 84 | 94 | 530 
Other forms of thy- | 6 Bie 1 Si Bi 61° s1°S2 
roid carcinoma | | | 
{ . ' 








Table 1 shows that in eight years there were 530 
nodular goitres, which included 33 malignant adenomata 
—an incidence of 6:2%. The incidence of other forms of 
thyroid carcinoma (32) in this series is 60%. The 
figures in table 1 support our previous statement that 
there is a sufficiently high rate of malignant change in 
thyroid adenomata to render excision of all such nodules 
advisable. 

However, lest it be objected that careful clinical 
diagnosis and observation should enable one to predict 
the possibility of malignancy in a given nodule, we 
examined the case-records of 44 patients with non-toxic 
nodular goitre in which a malignant change in a nodule 
was ultimately diagnosed. In these a clinical diagnosis 
of possible malignancy had been made in only 3 cases. 
These cases were all seen in a clinic where large numbers 
of goitres were being seen regularly, and so, if such 
diagnosis were possible, the conditions were ideal. When 
it is remembered that the earliest histological sign of 
malignant change is invasion of the veins, and that 
invasion of the capsule is a comparatively late sign, it 
will be obvious that even the best clinician cannot 
expect to make even a small proportion of correct 
diagnoses, and all writers on this subject are agreed 
that, even under the microscope, the difficulties may 
tax the skill of the pathologist to the utmost. 

Most of the histological examinations in this series 
were performed by the same pathologist ; thus a desirable 
uniformity has been achieved. The main difficulty lies 
in the criteria adopted for classifying adenomata as 
malignant, and in this series the standards suggested 
by Vaux (1937) have been largely adopted. In the 
main these correspond to Graham’s (1925) original work, 
and it was accepted that 60% of such cases could be 
diagnosed on morphological grounds, while, in the 
remainder, invasion of the blood-vessels, or the close 
relation of the neoplastic cells to vascular endothelium, 
was accepted as evidence of malignancy. 


RESULTS OF OPERATION 


It now remains for us to show that operation carries 
a negligible mortality, and that its results are good. 


Mortality 

In the years for which complete records are available 
at the Royal Free Hospital—i.e., in 1931-38 inclusive 
—there were 334 operations for non-toxic localised 
nodular goitre and malignant adenomata, with 2 deaths 
—a mortality of 0-6%. In the same period there were 
197 operations for non-toxic generalised nodular goitre, 
with 3 deaths—a mortality of 1:52%. Among them 


were 10 retrosternal cases, with 1 death. If we exclude 
these, there were 187 operations, with 2 deaths—a 
mortality of 107%. Many of these were ‘“‘ bad risk ” 
eases which had been referred for that very reason ; 
hence the mortality-rate cannot be said to be too high. 

In the same period operations of various types were 
performed on 32 cases of carcinoma of the thyroid, 
without a single death, a fact which shows the safety of 
biopsy. 

Follow-up Results 

Table 1 shows the follow-up results of operation 
in those cases of thyroid carcinoma from the series 
which we examined in person. In all of them malignancy 
was proved histologically, but the cases are divided into 
two groups according to whether malignancy was or 
was not suspected preoperatively. 

The results of operation in the cases where malignancy 
had not been suspected were almost uniformly good, 
whereas once signs of malignancy had appeared the 
prospects of cure were much reduced. We do not imply 
that treatment of thyroid carcinoma is hopeless, for in 
certain types the results are good, and some workers 
—e.g., Lahey et al. (1940)—have found a better survival- 
rate in cases of papillary adenocarcinoma than in those 
of adenomata in which malignancy had been diagnosed 
on the invasion of blood-vessels. Ward (1944) claimed 
that his 5-year cures were 20% if malignancy had been 
diagnosed or suspected before operation, 40% if it had 
been first suspected at operation, and 80% if it had 
only been revealed by histological examination of the 
specimen obtained at operation. 

Our figures (see below) show that, where full routine 
treatment—i.e., operation and postoperative irradiation 
—was given, the survival-rate for all forms of thyroid 


TABLE II—FOLLOW-UP RESULTS OF OPERATION IN CASES OF 
THYROID CARCINOMA IN WHICH MALIGNANCY WAS (A) 
UNSUSPECTED, AND (B) SUSPECTED ON CLINICAL GROUNDS 
BEFORE OPERATION 


























| Years since operation 
Condition at 
follow-up Po | | | 10 or Totals 
| 3 | Aone more 
(A) Malignancy unsus- I: | | | 
peci 
Without signs or symptoms 5|7 | Wiece 12 45 
With signs or symptoms ole ti-ex a OA) TS 1 2 
suggesting recurrence } } | 
Dead of recurrence od i reat! i 1 1 
Dead of other cause 7a | ‘ eae 3 
(B) Malignancy suspected P | | | 
Ww apse le i emma Tn ie ra eee ee | F 4 
With recurrence .. Me, ae i cas hed dia Mee Poe 1 
Dead of recurrence ee ee ee beprrria ive 4 13 











carcinoma was surprisingly high, and for malignant 
adenoma almost uniformly excellent. 


Malignant Adenomata (50 Cases) 

After five years 10 patients were untraced but alive and 
well when last seen, and of the 40 traced all were alive 
and well. 

After ten years, of 10 patients who had undergone 
operation ten or more years previously, 1 was untraced. 
Of the 9 patients traced, 1 had died of cancer after seven 
years, 1 was alive and well after treatment to a second 
primary neoplasm in the ninth postoperative year, 
and 7 were alive and well. 


Other Forms of Thyroid Carcinoma (24 Cases) 

After five years 4 patients were untraced, of whom 
3 had probably died of carcinoma, 12 were alive and well, 
1 was alive after removal of recurrence, and 7 had died 
of cancer. 

After ten years, of 11 patienfs who had undergone 
operation ten or more years previously 1 was untraced, 
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5 were alive and well, 1 had died of intereurrent disease 
in the eighth postoperative year, 1 was alive after treat- 
ment of a recurrence in the second postoperative year, 
and 3 had died of cancer. 


AGE-INCIDENCE 


As many writers have emphasised, the age of the 
patient or the duration of symptoms gives no guarantee 
that a thyroid nodule is benign. Lahey et al. (1940) cite the 
tragic case of a girl, aged 20, with a small thyroid adenoma 
which had been present for three years, who died of brain 
metastases after partial thyroidectomy and postoperative 
irradiation to the extent of 7000 r. Pemberton and 
Lovelace (1941) state that malignant thyroid disease is 
relatively common in younger patients, and 22% of 
their cases of carcinoma of the thyroid occurred in 
patients under the age of 20. 

The age-incidence of all forms of thyroid carcinoma 
in our series is shown in the accompanying figure. In 
the case of the youngest patient symptoms had been 
first noted at the age of 3 years, and in the whole Royal 
Free Hospital series for 1931-38 27% of patients with 
thyroid carcinoma were under the age of 30 when 
treated, but the relatively small number of cases renders 
conclusions risky, » In all forms of thyroid carcinoma 
the average age at operation was 42-7 years, with extremes 
of 14 and 83 years, and the average duration of symptoms 
had been 6-98 years, with extremes of 39 years and 5 
weeks for malignant adenoma and 4 years and 1 week 
for other forms of carcinoma. Only 34:6% of the patients 
had complained of an increase in size of the lump, and 
in many of these the increase had been very gradual. 


TREATMENT 


The general lines on which the patients in this series 
were treated are as follows. 

Operation.—If a localised nodule was present, it was 
removed by the usual method of resection-enucleation. 
If the presence of several nodules made wider resection 
advisable, the affected lobe was excised to remove all 
the affected tissue. If the appearance or consistence of 
the tumour when exposed at operation suggested carci- 
noma, the affected area was resected, as wide a margin 
of healthy tissue as possible being removed. If any 
adjacent tissue was adherent or infiltrated, as wide 
a “‘ block removal” as possible was done. 

Postoperative Irradiation.—All the patients received 
postoperative irradiation, but dosage varied widely. 
The early cases, from the 1920s until the middle 1930s 
had several series of treatments «with small doses, but 
after 1935 one series was usually given, starting with 
a fairly low dose but sometimes being stepped up to 
3000 r, the usual dose being 2500-3000 r. A more detailed 
description of radiotherapeutic measures has been given 
by Graham and McWhirter (1947). 


RECURRENCY 


Recurrent nodules should be even more suspect. In 
the present series there were 7 cases of recurrent nodules ; 
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3 of these proved (at the second operation) to be frankly 
carcinomatous though originally either innocent or of the 
malignant adenoma type. Three interesting cases will 
be described in more detail. 


Case 1.—A woman, aged 27, developed a small adenoma 
in the right lobe of her thyroid. This was removed by 
enucleation-resection and found to be a malignant adenoma. 
She remained well for ten years and then noted another 
swelling in the left lobe of her thyroid. This was removed by 
enucleation-resection, and the pathological report was: 
“A single adenoma comp@sed of columns and solid masses 
of anaplastic cells. There are many thin-walled vessels, some 
containing cells in their lumina. Histologically, a malignant 
adenoma, which corresponds to descriptions of earlier 
adenoma.” 


Case 2.—_A woman, aged 41, had a seven-eighth partial 
thyroidectomy for generalised nodular goitre, and_histo- 
logical examination revealed a papillary adenocarcinoma in 
one area. Deep X-ray therapy was given postoperatively 
and the patient remained well for eight years. She then began 
to notice breathlessness on exertion, lassitude, and some 
loss of weight ; when seen two years later she had no toxic 
signs, but there was a firm nodule about '/, in. in diameter 
in the region of the thyroid cartilage on the right side. The 
nodule did not seem to be attached to deeper structures, but 
after a few weeks’ observation it was decided that exploration 
was advisable, 

At operation an oval mass of abnormal thyroid tissue 
about an inch long was found adherent to the carotid sheath, 
trachea, and sternohyoid muscles. It was removed, and 
the pathological report reads: ‘‘ Multiple small adenomata 
both colloid and foetal ; one edge shows invasion by carcinoma 
cells. One subgroup bears some resemblance to adenoma of 
eleven years ago, but remainder shows little differentiation. 
The original carcinoma seems to have recurred.” 


Case 3.—A girl, aged 14, was first seen in \December, 
1934, when partial thyroidectomy was done, and section 
of thé specimen showed papilliferous adenocarcinoma. In 
January, 1935, the patient received a routine course of 
radiotherapy. In January, 1936, she reported with enlarged 
cervical lymph-nodes. These were excised, and further nodes 
were excised in April of the same year. On each occasion the 
excised masses consisted of lymph-nodes invaded by adeno- 
carcinoma. In April she had a further course of irradiation, 
but by July further enlarged nodes were present. These were 
excised and on section showed “‘ much infiltration of sur- 
rounding tissue and invasion of veins.”’ Two more courses 
of irradiation were given in August and September, 1936. 
After this the patient was seen at regular intervals with no 
evidence of recurrence. In May, 1945, nine years after the 
last treatment, a soft rounded mass was noted in the thyroid 
region. In January, 1946, it grew bigger and was excised. 
On section the mass showed features of both malignant 
adenoma and carcinoma. In May, 1946, the patient was 
admitted for excision of a further nodule in front of the 
trachea ; this was found at operation to extend down behind 
the suprasternal notch, and section showed that it was a 
papillary adenocarcinoma. In December, 1948, a further 
nodule was excised, from the left side of the trachea, and this 
again proved to be an adenocarcinoma on section. In March, 
1949, a further nodule was found, in front of the trachea and 
proved at operation to be a recurrence in the pyramidal lobe. 


The third case is remarkable for the long survival despite 
repeated local recurrences—fourteen years since the first 
operation—particularly in view of the patient’s youth 
when first seen. 

These 3 cases show the necessity for long-continued 
postoperative supervision, and the dangers of drawing 
conclusions from the results in cases less than five years 
after treatment. 

CONCLUSION 


It is agreed by those with wide experience of thyroid 
carcinoma that all non-toxic nodular goitres should be 
removed surgically, but it may require a good deal 
of moral courage on the part of the general practitioner 
to persuade a patient with a small nodule in the thyroid 
gland, which may have been present many months 
without causing symptoms, to submit to operation. 
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It is hoped that the arguments propounded here will 
provide sufficient inducement to this desirable end. 


We wish to thank the staffs of the Royal Cancer and 
Royal Free Hospitals for permission to use the hospital 
records; Prof. D. W. Smithers for his encouragement and 
advice ; and Dr. H. O. Hartley for helpful criticism. 
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STREPTOMYCIN IN THE TREATMENT 
OF TUBERCULOUS SINUSES 
REVIEW OF 11 CASES 


R. Harvarp Davis 
B.A., B.M. Oxfd 
JUNIOR RESIDENT MEDICAL OFFICER, THE NORTH WALES 
SANATORIUM 

THE results of treatment of tuberculous cutaneous 
sinuses with streptomycin at the North Wales Sanatorium 
since September, 1948, have been so dramatic that this 
early review seems justified. 

The pronounced effect of systemic streptomycin on 
tuberculous sinuses has been reported by several workers 
(Hinshaw et al. 1946, American Trudeau Society 1947, 
Feldman and Hinshaw 1948). Brock (1948) reviews 12 
cases with a total of 60 draining sinuses. He used 
dosage of 1-8 g. daily, divided into six doses given every 
four hours, for 90-150 days, with an interval in the 
longer courses; in 10 cases the sinuses originated in 
bone, 1 sinus was ischiorectal, and 1 developed after 
laparotomy. The average duration of the sinuses before 
treatment was two years. Only 1 sinus remained patent 
after four months, and most of them closed within twelve 
weeks of the start of treatment. 

The present review is of 11 cases with 28 draining 
sinuses ; in 5 cases the sinuses originated in bone and 
joint, in 3 cases they developed in thoracoplasty wounds, 
in 2 cases they followed nephrectomy, and in 1 case 
Monaldi drainage. The dosage of streptomycin adopted 
was usually 1 g. daily, but in some acute cases 0-75 g. 
was given twice daily ; the total dose depended on the 
response, and no local treatment with streptomycin was 
attempted. In all the 8 proved tuberculous cases the 
tubercle bacillus was of the human type. 

THERAPEUTIC EFFECTS 

General.—One of the most conspicuous features in all 
the cases was the exceptional improvement in the 
patient’s general condition, which was subsequently 
maintained ; in cases 7, 9, FO, and 11 (see table) the 
response was such that, owing to the extreme sinus 
cachexia, streptomycin therapy was a life-saving measure. 
The control of the toxemia was reflected in the tempera- 
ture chart ; in most cases the temperature settled within 
three or four weeks of the start of treatment. An 
improved appetite was a notable feature of all cases, and 
the few patients who were weighed regularly showed a 
definite increase of weight during and after treatment. 

Local.—A favourable local response to streptomycin 
was shown by the discharge from the sinus becoming 
serous instead of purulent and diminishing in quantity. 
This occurred within three or four weeks of the start 
of streptomycin therapy and was followed by the develop- 
ment of healthy granulation tissue, a scab, and finally 
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a firm healthy scar. <A similar ehearvation was made 
by the American Trudeau Society (1947), Feldman and 
Hinshaw (1948), and Brock (1948). In the present series 
74% of the sinuses healed within three months, and a 
further 25% after three months; and the single sinus 
remaining open looks much healthier. No sinus has 
reopened. One required plastic surgery owing to its size. 
The time taken by the sinuses to close was as follows : 
ANALYSIS OF CASES 
Time taken 
One month .. 


No. of sinuses 


2 (7-1%) 


Six weeks .. es -. 8 (286%) 
Two months - 20, ae 
Three months “A .- 8 (28:6%) 
More than three months .. 7 (25%) 
Remained open... «s 1 (3-6%) 


The average duration before treatment was about 
11'/, months, and the average length of time since closure 
is 3 months 3 days, the longest being 7 months 15 days. 

Other Lesions.—No change was observed in pulmonary 
lesions, and only one case of early joint tuberculosis 
(case'7) showed a striking improvement (see below). 

Complications.—-There was some discomfort at the site 
of injection in most cases, but it was never severe. 
Cases 3, 5, and 7 had some transient giddiness in the first 
few weeks, but the dosage was not reduced, and no 
permanent vestibular damage was apparent. Case 7 had 
a mild urticarial rash on the face on the fiftieth day, 
but it subsided rapidly when * Benadryl’ was given. 
These complications were less than had been expected 
from earlier reports and confirm the observation that, 
if the dosage is kept below 2 g. daily, complications 
are considerably reduced (Medical Research Council 
1948). 

DISCUSSION 


Sinuses may be arbitrarily divided into three main 
groups: (1) those, usually multiple, which give rise to 
extreme cachexia and are usually associated with a 
spreading lesion; (2) those, usually single, which may 
or may not give rise to much cachexia and are usually 
associated with a localised lesion which is not spreading ; 
and (3) the chronic sinus which may persist for years 
after the underlying lesion has healed and which is 
compatible with a healthy active life. These are prob- 
ably caused by tuberculous infection of the surrounding 
soft tissues (Hawkins and .Thomas 1946) and should 
respond well to streptomycin. 

Ten years ago almost all the patients in group 1 and 
some in group 2 died, the treatment, which was usually 
ineffective, consisting of such measures as ultraviolet 
irradiation. Secondary infection was an extremely 
serious complication in all these groups, leading to 
amyloid disease in many cases. With the use of the 
sulphonamides and penicillin the dangers of secondary 
infection were reduced, but even then 5% of patients 
with combined skeletal and pulmonary disease died of 
sinus cachexia (Hawkins and Thomas 1946). 

The present series shows that 93°% of a varied collection 
of sinuses closed within four months of the start of 
streptomycin therapy, and that streptomycin had a most 
pronounced effect in controlling sinus cachexia. The 
prognosis of sinus cases is therefore improved with this 
form of therapy, and, the following conclusions may be 
drawn. 


Sinuses Originating in Bone and Joint Tuberculosis 

Of patients with bone and joint tuberculosis, 30% 
develop abscesses, of which 76% break down to form 
sinuses (Hawkins and Thomas 1946); this type of case 
reacted dramatically to streptomycin. Both Girdlestone 
(1940) and Mercer (1944) emphasised that the prognosis 
in tuberculosis of bones and joints is materially worse if 
a sinus forms and becomes secondarily infected. They 
defined the treatment of abscesses as primarily conserva- 
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tive, ond: in their + view the shanna should nok be aspi- 
rated unless there is pressure on vital parts, extreme 
tension of the skin, or secondary infection. In pyogenic 
infections with pus formation early drainage is an 
accepted surgical principle. With the aid of streptomycin 
this may now be applied to tuberculous abscesses, and 
repeated aspirations with the attendant dangers of 
secondary infection and possible ultimate sinus formation 
should be discarded in favour of relatively early and 
effective drainage under cover of streptomycin. Feldman 
and Hinshaw (1948) mentioned this in their earlier 
clinical reports, an@ both they and Brock (1948) laid 
stress on the tremendous importance of adequate drainage 
of abscesses if streptomycin is to have the desired effect. 
The necessity for not only free but also early drainage is 
illustrated in the present series, the most striking results 
having been obtained in patients with recent severe 
sinus activity. 


Sinuses Originating in Thoracoplasty Wounds 

In the past this type of sinus was very resistant to all 
forms of treatment. This was probably because the sinus 
usually originates in a patent intrapleural or extrapleural 
space, which is often infected with tubercle bacilli; and, 
until this space is obliterated, the sinus cannot close. 
Case 4 illustrates that streptomycin will sterilise these 
spaces and so allow them to close either by approxi- 
mation of the walls or by the formation of healthy 
granulation tissue. 


ANALYSIS OF CASES 
) 





| 


| 
Dosage of Swab 





























Cas se Type and | Site of sinus and strepto- culture — 
“a, duration | duration before | mycin before | closure 
| of disease | treatment | and total | treat- | (days) 
| given | ment | de 
1 | Bilateral | Rt. anterior chest, | 1 g. daily, + Poe 
| pulmon- | 4 mos. (47 g.) | | 
ary | | 
17 yr. | | | 
2 iP Pulmon- | (1) and (2) Pos- | 1g. daily | (1) and | (1) 169, 
| ary, 2 yr. | terior chest, 12 agi g.-in| (2) + (2) 178 
mos. wo } 
{ | | co courses of | | 
| \47and 84g. ) | 
| | 
3 | Pulmon- (1), (2), and (3) | 0-752. b.d.) (1), @ ) | (1) 10, 
jary,8 yr.| Posterior chest, (still in | and (3 )+] (2) 74, 
| 25 mos. | progress) | | (3) 69 
4 Bilateral | (1) and (2) Anterior! 0-5 g. b.d. | (1) and | (1) 75, 
| pulmon- | | chest, 3 days | (90 g.) (2) + | (2) 20 
| ary, 2 yr. | } | 
5 | Renal | (1) and (2). Lt. | 1 g. daily (1), (2), | (1) 92, 
tract, | nephrectomy (90 g.) and (3)—| (2) 92, 
| 6 mos. | wound, 3 days, (3) 63 
} | (3) Scrotum, 2 mos.| 
6 | Rt. (1) Rt. groin, 5mos.| 1 g. daily | (1) and (1) 42, 
; kidney | (2) Rt. Pony afew; (stillin | (2) — | (2) 9 
} | ays progress) | | 
| | | | 
7 | Spinal | (1) and (2) Rt. | 1g. daily | @) and | (1) 88, 
= | groin, 12 mos. | (90 g.) (2) + | (2) 90 
(L5), | } | 
| 18 mos, | | 
8 | Spinal | (1) Lt. loin, 17 mos.| 1 g. daily | (1) + lay open, 
| caries (2) Re iliac fossa, | (90 g.) | (2) not | (2) 73 
(L1, 2, 3), mos, one 
18 mos. | 
9 | Spinal | (1) Rt.groin, 5 mos.) 1 g. daily | (1), (2), | (1) 99, 
| caries (2) Rt.loin* (3) Lt.| (90 g.) and (3) +} (2) 99, 
| (L5) loin* (3) 200 
10 Rt. hip, | (1) to (6) ) Rt. upper| 1 g. daily | (1)to(6),| (1) 137, 
| 22 mos. | thigh, 1-12 mos. | (90 g.) none | (2) 137, 
| taken (3) 100, 
(4) 64, 
| | (5) 69, 
} | (6) 66 
11 | Doubtful | (1) Rt. iliac fossa | 1 g. daily | (1) and (1) 63, 
lesion of | (feecal fistula),4—12) (90 g.) (2) + (2) 63 





| rt. sacro-| mos. (2) Lt. join, 
| iliac 2 days 
| joint, 

3 mos. 





* Formed a few days after streptomycin treatment was begun. 





DR. DAVIS: STREPTOMYCIN IN THE TREATMENT OF TUBERCULOUS SINUSES [Nov. 26, 1949 983 





" Sidontely Infection with Pyogenic Organisms 

Cairns (1949) found that culture plates exposed in the 
operation field during intracranial operations always 
yielded a bacterial growth despite the most rigid pre- 
cautions, but such precautions can hardly be expected 
during the dressing of sinuses, and thus it is almost 
impossible to prevent secondary infection in every case. 
The present series shows that, where there is delayed 
healing or only little response to streptomycin, a swab 
often reveals secondary ,jnfection, and this possibility 
must always be borne in mind. The onset of secondary 
infection is accompanied in most cases by a change from 
the low-grade remittent fever of tuberculous toxemia 
to the high intermittent fever characteristic of pyogenic 
infection. 

The impression has been gained that penicillin- 
resistant staphylococci seem more common in tuberculosis 
than in other diseases. Continued treatment with 
sulphonamides and penicillin in such cases has given 
very satisfactory results. Case 11 shows that in the - 
presence of a mixed infection with the tubercle bacillus 
and the Bact. coli group of organisms streptomycin alone 
can produce a dramatic response. 


Effect on Bone and Joint Tuberculosis 

Previous reports gave no hope that streptomycin had 
any effect on established bone or joint tuberculosis, and 
né@ effect was seen in 4 of the 5 cases treated in the 
present series, the skeletal disease being old-standing. 
In case 7, with tuberculosis of the fifth lumbar vertebra 
and:multiple sinuses, a fresh lesion in the hip appeared 
while streptomycin therapy was in progress. For four 
months this lesion clinieally improved rapidly, though 
without any material change in the radiolégical appear- 
ances. This improvement took place despite the fact 
that the patient could not tolerate adequate immobilisa- 
tion, because of his extremely poor condition and the 
positions of his multiple discharging sinuses. 


Length of Treatment 

A ninety-day course of streptomycin therapy seems to 
be satisfactory in most cases, and the persistence of 
sinuses is no indication to continue longer, because some 
may still close. A second course may be given after a 
short rest if there is renewed sinus activity. 


Streptomycin Sensitivity Test 

Owing to the delay before the result of a laboratory 
test of sensitivity can be known, it seems to be of little 
clinical value unless a second course of streptomycin 
seems necessary. 


Significance of Swabs 

In the choice of cases for streptomycin therapy it has 
been found that the inability to recover tubercle bacilli 
is no reason to withhold streptomycin if, from the history 
and the appearance of the granulations, the sinus is 
obviously tuberculous. As previously pointed out, the 
more active the sinus the better the response, and this 
is logical in view of the bacteriostatic action of strepto- 
mycin and is supported by the fact that in some of the 
present cases a negative swab was obtained immediately 
before the sinus closed. 

SUMMARY 

Systemic streptomycin therapy has been given to 11 
patients with 26 draining cutaneous tuberculous sinuses, 
which in 5 cases originated in bone and in 3 followed 
thoracoplasty, in 2 nephrectomy, and in 1 Monaldi 
drainage. : 

This treatment has a definite value for sinuses develop- 
ing in thoracoplasty or abdominal wounds of tuberculous 
origin, and the response of sinuses originating in bone is 
dramatic. 

A plea is made for the treatment of tuberculous 
abscesses by early drainage under streptomycin cover, 
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but further experience will we necessary to determine the 
best time for such drainage. 

I am grateful to Dr. F. 8. Hawkins, Dr. G. O. Thomas, 
and Mr. J. Howell Hughes, F.R.c.s., for their advice during 
the preparation of this paper. 
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GASTRIC SECRETION AND SUBSEQUENT 
DYSPEPSIA 
A FOLLOW-UP STUDY * 
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M.D. Lond., M.R.C.P. M.D. Lond., F.R.C.P. 
MEMBER OF MEDICAL RESEARCH PHYSICIAN 1/c GASTRO- 
COUNCIL’S STATISTICAL ENTEROLOGICAL DEPARTMENT, 
RESEARCH UNIT CENTRAL MIDDLESEX HOSPITAL 


N. F. Maciacan 
M.D., D.Sc. Lond., M.R.C.P. 

PROFESSOR OF CHEMICAL PATHOLOGY IN THE UNIVERSITY 
OF LONDON AT WESTMINSTER MEDICAL SCHOOL; CHEMICAL 
PATHOLOGIST, WESTMINSTER HOSPITAL, LONDON 

FIFTEEN years ago Lander and Maclagan (1934) 
investigated the response of 100 normal medical students 
to histamine test-meals. The students were all healthy, 
any that had had gastro-intestinal symptoms having been 
excluded. They do not therefore provide a random 
sample from the point of view of determining the 
liability to develop ulcers, but they do provide an 
opportunity for determining whether there is an asso- 
ciation between gastric secretion in health and the 
subsequent development of dyspepsia. 


Records of 99 of the subjects are still available. 
Gastric secretion had been stimulated by an injection 
of 0-5 or 0-75 mg. of histamine,t and measurements 
had then been made of the highest free acidity and the 
volume of juice and amount of free acid secreted per hour. 


The subsequent medical history has been obtained 
by a questionary. Three of the original 99 are known 
to have died, and the addresses of 10 others cannot be 
traced; 85 of the remaining 86 have answered the 
questionary. 

One of us (F. A. J.), who had no knowledge of 
the results of the previous test-meals, has divided the 
subjects into four groups, as follows, according to the 
history given in reply to the questionary : 

(1) No history of dyspepsia (45 cases). 

(2) History of minor dyspeptic symptoms—e.g., heartburn 
or belching (12 cases). 

(3) History of significant abdominal pain not suggestive 
of ulcer—e.g., associated with diarrhoea, persisting continuously 
for several days, or occurring in isolated attacks (9 cases). 

(4) History of dyspepsia suggestive of ulcer—i.e., attacks 
of epigastric pain related to meals and occurring in bouts 
(10 cases). 


Group 4 contains 3 men in whom a peptic ulcer had 
been clinically diagnosed, but in no instance had an ulcer 
been proved radiologically or by operation. 

The results of the original test-meals, averaged for 
each group, are shown in table 1 


* A communication to the British Society of Gastro-enterology. 

t Eight received only 0-5 mg., but the results were not appreciably 
different from those when 0-75 mg. was given. 

t The 86th reply was received after the results were in print. It did 
not appreciably affect them. 


The groups are 40 
comparable as 
regards sex and 
age, all the sub- 
jects are men, and 
the average age of 
each group at the 
time of the test- 
meal was 21-8-22-8 
years. 

From table 1 it 
is evident that the 
highest free acid- 
ity attained was 
practically the 0-99 100-199 200-299 300+ 
same in all the VOL. OF SECRETION (mi. per hr.) 
groups. In con- Volume of gee juice and development 
trast, the average of subsequent sym en aa 
volume of juice a suggesting peptic ulcer; —- 
secreted by those 
who subsequently developed dyspepsia suggestive of 
ulcer was significantly greater than that secreted by 
the others. The difference in the average amount of 
free acid secreted was almost significant and was evidently 
more closely related to the volume of juice secreted 
than to the maximum acidity. 

Similar results are obtained by an analysis of variance 
applied to all four groups, when it can also be shown 
that there were no significant differences among the three 
non-ulcer-type groups. 

The variation in the volumes of juice secreted is 
shown by the frequency distribution of the individual 
results, as follows : 
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No. of men 


Vol. of juice Ulcer-type 


(ml. per hour) dyspepsia Others 
0-— 99 o* os 0 es a 5 
100-199 ot i 2 es +s 31 
200-299 ca as 6 aA wi 39 
300 + es ie 2 an Rid 0 


From this it will be seen that all the cases of dyspepsia 
suggestive of ulcer occurred in subjects who had secreted 
more than 100 ml. of gastric juice an hour (see also 
accompanying figure). 


DISCUSSION 


Ryle and Bennett (1937) reported a similar investiga- 
tion. They followed up 120 men who had had gruel 
test-meals 12-15 years previously, when in good general 
health and completely free from digestive symptoms. 
Their results are summarised in table 1. 

Ryle and Bennett concluded that they could not find 
any support for the view that hyperchlorhydria was a 
necessary precursor of the tendency to ulcer. Their 
material cannot be compared exactly with the present 


TABLE I—GASTRIC SECRETION AND SU oe ENT SYMPTOMS 














| Highest free Amount 
acid (ml. (Vol. of juice of free 
Symptoms 5. | N/10 HCL | (ml. per | acid*(ml. 
subsequent to “in per 100 ml. hour ) N/10 HCl 
test-meal group| juice) per hour) 
ene se Cie res | net ee | a a 
|Mean 8. Mean S.E. |Mean| S.E. 
(1) No dyspepsia .. | 45 103-0, +27°6 192: 0. 57-9) 180-6 69-2 2 
(2) Minor dyspepsia | 21 103-7, 426-0) 199-1 £48-7 | 189: 1} +79-2 
(3) Other dyspepsia | 
not —- e | 
of ulcer | 9 101-6) +22-4| 187-1 42-7 158-0) 438-7 
Groups 1-3 .. 75 103-1 +26-6)193-4 4 53° 9) 180-3 +70-0 


(4) Dyspepsia sug- | 
gestive of ulcer | 10 105-6, +19-4! 239-3) + 59-1 226-4) +66°8 





Total Se eS 103-4, “425-9 198-8) 4 565 185-7, +712 








Comparing & group 4 with the sum of the other groups : 
Highest free acid -. t = 0-28, n = 83; 0-70 <P <0-83 
Volume of juice/br. .. t= 2-47, n = 83 : 0-01 <P <0-02 
Amount of acid/hr. -.- t = 1:96,n = 83; 0:05 <P <0-10 
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series, since detailed figures were not given ; in particular, 
the method of performing the test-meals did not allow 
estimates to be made of the volume of gastric juice 
secreted, the measurement found to be of the greatest 
interest in the present investigation. It is particularly 
striking that, in our series, none of the subjects with a 
secretion of less than 100 ml. an hour in response to 
histamine developed symptoms suggestive of ulcer, 
whereas the only 2 who had a secretion of more than 
300 ml. an hour have done so. 

There is general agreement that most patients with 
duodenal ulcers show hyperacidity and hypersecretion, 
whereas in patients with gastric ulcers the figures are 
normal or below average (Bockus 1943, Ihre 1939). 
The question, however, arises whether hypersecretion 
is a factor in the production of duodenal ulcers or is 
the result of the ulcer. Shay et al. (1942) have shown 
that the normal mechanism by which gastrie secretion 
is inhibited by the presence of free hydrochloric ‘acid 
in the duodenum is depressed in patients with duodenal 
ulcer, and they have suggested that the hypersecretion 
is secondary to the ulcer instead of being its precursor. 
The present series is small, but the results are clear-cut, 
and it is reasonable to adduce them in favour of Hurst’s 
belief that increased gastric secretion predisposes to the 
development of ulcer-like symptoms, though whether 
of actual ulceration has not been determined. 


TABLE II—GASTRIC SECRETION AND SUBSEQUENT SYMPTOMS 
(AFTER RYLE AND BENNETT) 


No. of men with test-meal 








showing 
Symptoms 12-15 years , CR at oe 
after test-meal 
: Achlor- Normal | Hyperchlor- 
hydria acidity | hydria 
No dyspepsia 3 69 8 
Minor dyspepsia 2 13 2 
Symptoms suggestive of ulcer 0 14 1 
(Appendicectomy) .. ‘ (0) | (7) (1) 
SUMMARY 


The subsequent digestive histories of 85 healthy men 
who had a histamine test-meal performed fifteen years 
ago have been investigated. 

Ten have since developed symptoms suggestive of 
peptic ulcer. The average volume of gastric juice secreted 
by the men in this group was significantly higher than 
that secreted by the remainder. No difference was found 
in the maximum free acidity of the juice secreted. 

The results support the view that hypersecretion is a 
cause rather than an effect of peptic ulcer. 


We are much indebted to the volunteers who underwent 
the original test-meals for their further kind coéperation in 
completing the follow-up forms, and to Dr. F. P, Lee Lander 
for allowing us to use his records. 
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A gp oe hy is it so widely liu that the methods of 
thought and generalisation used in science do not reach to 
problems of value? I know nothing to suggest that the 
creation of yalue concepts is an activity which is funda- 
mentally different from that which goes into creating such 
concepts as space, time, the physical universe, the organisation 
of the nervous system, or the ecology of host and enzyme. ... 
Science is concerned with function, with structure, with 
relation and with organisation. The concepts of value are 
not simple, even when put beside these ; and it is certainly 
not obvious either that they are empty fictions, or that they 
are God-given. It is surely time that we thought about their 
relation to scientific concepts less dogmatically and more 
deeply.”’—J. Bronowsk1, New Statesman, Nov. 19, p. 586. 
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ACUTE DISSEMINATED 
ENCEPHALOMYELITIS FOLLOWING 
HERPES ZOSTER, VACCINATION, AND 
IMMUNISATION 


LIONEL WOLMAN 
M.A., M.B. Camb., M.R.C.P. 


SQUADRON-LEADER, ROYAL 4IR FORCE ; NEUROPSYCHIATRIST, 
PRINCESS MARY’S R.A.F. HOSPITAL, HALTON 

MENINGO-ENCEPHALITIS sometimes complicates herpes 
zoster and more often follows smallpox vaccination ; 
but meningo-encephalitis following both herpes zoster 
and vaccination is rare; apparently only 2 cases have 
been published. 

Lillie (1943), who treated successfully 11 cases of herpes 
zoster ophthalmicus with smallpox vaccine, reported that 
his first case developed meningo-encephalitis ten months after 
vaccination. A purulent localised infection of the skin of the 
nose two weeks before the onset of nervous symptoms was 
considered to be the probable cause. Madonick’s (1946) 
case of herpes zoster ophthalmicus, treated by vaccination 
four days after the onset of the rash, developed meningo- 
encephalitis eight days later. Both of these patients recovered. 


The following case is unusual in that the herpes zoster 
had healed before routine vaccination was done. The 
subsequent development of the nervous symptoms made 
the correct diagnosis problematical. 


CASE-RECORD 


A corporal, aged 39, who had served as a cook in the R.A.F. 
for the past eight years, “had been vaccinated successfully 
and without ill effect for the first time in Noveniber; 1942, 
at the age of 32. An unsuccessful attempt had been, made at 
revaccination in May, 1945. The patient’s previous inoculations 
had included T.4.B. 0-5 ml. and A.T.T. 1 ml. in August, 1941, 
and T.A.B.T. 0:5 ml. each subsequent year till 1944. He had 
also been immunised against diphtheria by two inoculations 
in February, 1942, and against scarlet fever by five weekly 
injections at the same time. In childhood he had had measles, 
mumps, rubella, and influenza, but never varicella or whooping- 
cough. There was nothing else of note in his previous medical 
history till the onset of the present trouble. 

On Feb. 20, 1949, he developed left-sided frontal headache. 
Vesicles appeared next day on the left upper eyelid and 
spread to the left side of the forehead two days later. Apart 
from the headache, which was severe at the onset, there 
was little constitutional disturbance, and the patient returned 
to duty after a week. Though at the onset it was feared 
that the conjunctiva might be affected it escaped involvement, 
and this attack of herpes zoster ophthalmicus subsided within 
a fortnight, leaving scars on the forehead. 

Since the patient was due to go overseas and had recovered 
from the herpes zoster, he was vaccinated for the third time 
and injected with T.4.B.c. 0-25 ml. and A.t.T. 1 ml. on March 7. 
After these procedures he experienced no ill effects. The 
vaccination produced the reaction of immunity, with slight 
redness of the arm three days later, but this rapidly subsided. 

The patient was perfectly well till twelve days later, when 
he woke up at 4 a.m. on March 19 feeling ill with headache 
nausea, dizziness, and a feeling of rotating to the left. He 
vomited four times in the next six hours. After about three 
hours the dizziness, which had not been associated with 
tinnitus or deafness, cleared, leaving him exhausted. He 
then noted diplopia for distant objects ; and, when he tried 
to get up, his left leg gave way under him. He tended to 
stagger to the left and when he tried to save himself he found 
his left arm weak and clumsy. On using his hands he noted 
pronounced shakiness of the left hand. 

On examination the patient was febrile, with a temperature 
of 101°F. There was a coarse nystagmus when he looked to 
the right and to the left. The optic discs were normal, and the 
ocular movements appeared full. The lower jaw showed a 
spontaneous sustained side-to-side movement at the rate of 
80 a minute; this disappeared on voluntary effort. There 
was a left-sided weakness of the muscles supplied by the 
trigeminal nerve, but cutaneous sensation was unimpaired. 
All the other craniai nerves were normal. Hypotonia of both 
arms and legs was present, more pronounced on the left side, 
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The left arm and leg were weak in ‘all movements, as were 
plantar flexion and dorsiflexion of the right foot. No fibril- 
lation or wasting was seen. There was gross ataxia of the left 
arm and leg, with difficulty in performing rapid small move- 
ments with these limbs, but no past pointing. All sensations 
were normal. Reflexes were normal, except the right knee- 
jerk, and both ankle-jerks were unobtainable. The right 
plantar response was flexor, and the left equivocal. With 
the eyes closed the patient immediately lost his balance. 
Other systems were normal, apart from a slightly raised 
blood-pressure of 170/90 mm. Hg. 

Investigations.—Lumbar puncture on March 26 yielded 
a clear colourless fluid under a pressure of 100 mm. H,O, 
with no evidence of spinal block. The cerebrospinal fluid 
(c.s.F.) contained 14lymphocytes per c.mm., 85 mg. of protein 
per 100 ml., and a slight excess of globulin with the Pandy 
reaction. It produced no alteration in the colloidal gold curve 
and gave a negative Wassermann reaction. The blood Wasser- 
mann and Kahn reactions were negative. A blood-count 
and the erythrocyte-sedimentation rate were normal. Audio- 
metry and caloric tests were made but were normal; and 
80 was an electromyogram of the muscles of the arms and legs. 

Progress.—The patient slowly improved. His temperature 
settled within 48 hours. The headache, which was mainly 
left frontal over the site of the herpes scars, persisted about 
two weeks and then cleared, by which time the diplopia had 
disappeared. He began to get up a week later, and, though 
his left leg gave way at first and was sometimes uncontrollable 
owing to the ataxia, he could get about with a stick. Within 
five weeks of the onset of the illness he could walk normally 
and the clumsiness of the left hand was only slight. About this 
time the side-to-side movement of the jaw, which had gradually 
diminished, disappeared. Six weeks after his illness began 
the patient was fit to be transferred to a rehabilitation unit. 
The cranial nerves were then all normal, apart from slight 
weakness of the left masseter muscle; there was slight 
cerebellar ataxia of the left arm and leg, with some hypotonia ; 
and the right knee-jerk and both ankle-jerks were still absent. 
The patient returned to duty on July 11. 

C.S.F. Changes.—The c.s.¥. was examined twice more, 
at three-week intervals after the onset of nervous symptoms. 
The findings were as follows: 

After 3 weeks After 6 weeks 
Cells (lymphoe ytes) per c.mm. 11 4 
Protein, mg. per 100 ml. ‘ 8 65 35 
Globulin . Si .. In excess No excess 
Lange gold curv e wie 0012344432 0001210000 
Wassermann reaction .. Negative Negative 


DISCUSSION 


Though this patient appears to have had an acute 
disseminated encephalomyelitis, from which he has made 
an excellent recovery, the etiological agent is not at all 
certain. At least four possible explanations for the facts 
ean be offered. 

(1) The events in the history might all be unconnected. 
The patient first had an attack of herpes which settled ; 
he was then vaccinated and immunised ; finally he had 
an attack of a demyelinating disease, such as disseminated 
sclerosis. Apart from the natural desire to bring the events 
together under one heading, it seems most unlikely that 
the earlier presence of either the herpes zoster or vaccinia 
Virus had nothing to do with the subsequent symptoms, 
especially since both are known to produce encephalitis. 
There was no previous history of any transient episode 
typical of disseminated sclerosis, and though only the 
continued observation of the case can eliminate this 
possibility with certainty, it seems the least likely 
explanation from the physical signs elicited. 

(2) The nervous symptoms may have been due to a 
herpes-zoster encephalitis, which came on four weeks 
after the beginning of the cutaneous eruption. In the 
reported cases the interval between the cutaneous and 
nervous manifestations varied from none (McCormick 
1947) to six weeks (Thalhimer 1924). Thus Krumholz 
and Luhan (1945), summarising the interval in 7 pub- 
lished cases, found it to be from four to six weeks in 3 
cases in which the clinical manifestations were generalised, 
and from one to three weeks in 4 cases where the onset 
was with focal signs, such as facial palsy. The interval 
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"a heute weeks . in the present case thas fits i in pers a 
zoster encephalitis, while the fact that the physical signs 
were in face, arm, and leg on the same side as the zoster 
rash, with the motor division of the trigeminal nerve 
especially involved, supports this diagnosis. A further 
point, emphasised by Schiff and Brain (1930), is the 
frequency of myoclonus in zoster encephalitis, and the 
side-to-side movements of the jaw in the present case, 
presumably due to involvement of the olivodentate 
system, is an example of rhythmical myoclonus. Fine 
tremors of the lower jaw were noted from time to time 
in the case reported by Madonick (1946) after zoster and 
vaccination. Against the present case being due to 
herpes zoster are the low cellular response in the C.s.F. 
and the rapid return to normality within six weeks, 
since most of the published cases had a high and persistent 
cell-count. 

(3) The third possibility is postvaccinal encephalitis. 
The onset of the symptoms twelve days after vaccination 
is consistent with this (Glanzmann 1927), as are the mild 
c.8.F. changes and quick return to normality. It is 
extremely rare, however, for encephalitis to develop 
after a revaccination ; according to Dutch experience 
this occurs in not more than 1 in 50,000 cases. It is even 
less likely to occur after a third vaccination, especially 
when, as in the present case, the vaccination fails. In 
the case reported by Madonick (1946) the patient had 
been vaccinated three times, and this was used as a point 
against a diagnosis of postvaccinal encephalitis. Usually 
in revaccination cases the incubation period is shorter 
than the commonly accepted twelve days after primary 
vaccination, though there are examples of longer periods 
in published cases up to thirty-four days (Eckstein 1929). 
For these reasons it seems unlikely that postvaccinal 
encephalitis is the correct diagnosis. 

(4) The remaining possibility is that more than one 
agent was responsible. In Lillie’s (1943) case the long 
period before symptoms developed in the nervous system, 
the complication of nasal skin infection, and the absence 
of c.s.F. findings make it impossible to decide what was 
the xtiological agent, but the explanation favoured by 
Madonick (1946) in his case was that the zoster virus 
was activated by the second virus introduced by vaccina- 
tion. This may apply in the present case; the patho- 
genesis might then resemble that in the experiments on 
rabbits by Levaditi and Nicolau (1926) and Zurukzoglu 
(1927), in which herpes virus placed on the nasal mucosa 
or injected subcutaneously was induced, by simultaneous 
inoculation of smallpox vaccine, to excite a fatal herpetic 
encephalitis. The present case differs from Madonick’s 
in that vaccination was performed later—fifteen days 
instead of four—when the zoster had subsided instead of 
being at its peak, and the c.s.F. changes were less severe 
and subsided more quickly. The explanation may 
therefore be different. 

A further suggestion is that myelinoclasis resulted 
from allergy due to an anti-brain antibody response. 
Within a fortnight two viruses, herpes zoster and 
vaccinia, and several foreign proteins, including typhoid 
and paratyphoid vaccine and tetanus toxoid, were 
introduced into this patient. The proteins may have 
acted as an adjuvant to the viruses, or possibly vice versa. 
This case might thus resemble, in the human, the experi- 
ments on demyelination in the monkey by Rivers et al. 
(1933) and Rivers and Schwentker (1935), confirmed 
by Ferraro and Jervis (1940). Aqueous emulsions and 
alcohol-ether extracts of sterile normal rabbit brains 
were injected into monkeys and resulted in demyelination 
in 7 out of 8 animals; but they did not do this when 
combined with vaccine virus in monkeys previously 
sensitised to normal rabbit brain. In the rabbit, Lewis 
(1933) found that fresh homologous brain tissue possessed 
little or no antigenic power, whereas Schwentker and 
Rivers (1934), using autolysed brain tissue or emulsions 
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of fresh homologous brain infected with vaccine virus, 
were able to produce antigenic activity as shown by 
precipitation or complement-fixation. 

The adjuvant technique, whereby antigenic activity 
was enhanced by injecting material such as killed tubercle 
bacilli or liquid petrolatum in addition to the antigen, 
was introduced by Freund and McDermott (1942) and 
has been used successfully to produce demyelination. 
Thus Morgan (1946) was successful in 7 out of 12 monkeys 
with homologous spinal cord tissue as antigen, and in 
8 out of 9 with cord infected with poliomyelitis ; and 
Kabat et al. (1946) produced rapid demyelination in 
rhesus monkeys by this technique. In the rabbit, instead 
of having to administer intracerebral injections of protein 
in previously sensitised animals, as described by Davidoff 
et al. (1932), demyelination can also be produced by this 
technique (Morrison 1947). Thus, in laboratory animals 
anti-brain antibodies can be produced by homologous 
antigen altered by autolysis or made effective by the 
addition of adjuvant. 

In the present case the processes involved may be along 
similar lines, with the possibility of auto-antigens being 
derived from the patient’s own nervous system owing to 
virus infection. If this view is correct it might explain 
the presence of features of both zoster and postvaccinal 
encephalitis. 

Though it is unfair to generalise from a particular case, 
the lesson, if any, to be drawn from this report seems to 
be that there is a risk of myelinoclasis if either vaccina- 
tion or immunisation is undertaken shortly after a virus 
infection. In view of the frequency of these two proce- 
dures, it seems worth while to inquire for any previous 
virus infection, especially herpes zoster, and to delay 
inoculation if there has recently been one. 

If the fourth possibility suggested is correct, immunisa- 
tion after an attack of herpes zoster is contra-indicated 
for at least 4-6 weeks—i.e., the incubation period of 
zoster encephalitis. 


SUMMARY 


A case of acute disseminated encephalomyelitis occur- 
ring four weeks after an attack of ophthalmic herpes 
zoster and twelve days after combined vaccination and 
immunisation is described. 

Possible wtiological factors are discussed, and it is 
suggested that foreign protein may act as an adjuvant 
to the viruses, thus relating the-case to experiments on 
animals. 


If there is a history of recent virus infection, especially 
herpes zoster, it is suggested that vaccination or 
immunisation should be deferred because of the possibly 
increased risk of encephalitis. 


My thanks are due to the Director-General of Medical 
Services, R.A.F., for permission to publish this case ; Squadron- 
Leader R. I. Meanock, who referred the case to me; Group- 
Captain V. H. Tompkins for much useful advice and 
encouragement ; Dr. P. H. Sandifer for helpful criticisms and 
suggestions ; and Squadron-Leader J. M. White for help with 
the text. 
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HAMOLYTIC EFFECTS OF MYANESIN 


D. R. T. CLENDON J. B. PENFOLD 

B.A. Camb., M.R.C.S. M.B. Durh. 

SENIOR ANASTHETIST PATHOLOGIST 
ESSEX COUNTY HOSPITAL, COLCHESTER 


SincE the introduction of ‘Myanesin’ by Mallinson 
(1947) and Berger and Bradley (1947) several objections 
have been raised to its use. The most serious of these is 
the possibility of its causing intravascular hemolysis 
and hemoglobinuria. Though much has been written on 
this subject, the issue is still confused. 

Pugh and Enderby (1947) reported 3 cases of hemoglobin- 
uria following the intravenous injection of myanesin, and 
showed experimentally that the intravenous injection of 
1-5 ml. of 10% or 5% myanesin in distilled water could produce 
intravascular hemolysis. They deduced from their experi- 
ments that such hemolysis occurs in all patients who receive 
intravenous myanesin, but that, owing to the high renal 
threshold for the excretion of hemoglobin, hemoglobinuria 
develops in only a few cases. 

Lyall (1947) found hemolysis in 44 of 50 cases in which 
myanesin had been used, but the hemolysis was not serious, 
and there was no hemoglobinuria. 

Stephen and Chandy (1947) gave 30 mg. of myanesin per 
kg. of body-weight to 12 conscious patients, 10 of whom 
subsequently voided reddish-brown urine which gave a positive 
orthotoluidine test for blood but contained no red cells. 

Hewer and Woolmer (1947) reported a case of fatal uremia 
following an operation for which myanesin had been given. 
Hematuria had been noted on the fourth and fifth days 
after operation, and the patient died on the sixth day. The 
necropsy findings were similar to those in incompatible blood- 
transfysion, and it was suggested that death was dte to renal 
anoxia following peripheral circulatory failure. A sixnilar case 
was reported by Goodier and Goodhart (1949) in which 
complete anuria developed on the fourth day after the adminis- 
tration of myanesin; but this patient had also had 13-5 g. 
of sulphadimidine (‘Sulphamezathine’), At necropsy the 
kidneys showed much cortical damage, in places amounting 
to necrosis. 

Noble (1948) reported the case of a boy who received 
myanesin under anesthesia and next morning passed 8 oz. 
of urine containing much free hemoglobin, granular casts, 
and red cells. He was symptomless, and subsequent specimens 
of urine were normal. 

Brooks et al. (1948) reported 2 cases in which intravenous 
myanesin was followed by intense hemoglobinuria. They 
injected myanesin intra-arterially into a paralysed but 
otherwise healthy arm about to be amputated, and tested 
venous blood before and after injection of myanesin. They 
found gross hemolysis in all four samples taken after injection 
but none in the pre-injection sample. 

Wilson and Gordon (1948) reported a series of 60 cases of 
appendicectomy in children given intravenous myanesin. They 
found no hemolysis before induction ; slight hemolysis and a 
slight increase in red-cell fragility after induction; and a 
considerable increase in hemolysis and in red-cell fragility 
after myanesin. They found no hemoglobinuria by naked eye 
or spectroscopically. 

Ogilvie et al. (1948) showed conclusively that myanesin 
had a strong hemolytic action in vitro. 

Cowen (1948) reported a case in which an intravenous dose 
of myanesin, followed two days later by another dose produced 
no urinary change, but a larger dose, given a day later still, 
was followed in 1'/, hours by the passage of wine-red urine 
containing blood pigment and one or two red cells per field. 
The urine was not examined spectroscopically, and two hours 
later was normal, 

Griffith et al. (1949) stated that of 75 conscious patients 
given myanesin 12 subsequently had transient hemoglobinuria. 

Davison et al. (1949) treated 2 cases of tetanus with mya- 
nesin: the first patient, in whom hemoglobinuria was not 
observed, received 58 ml. in 60 hours; the second patient 
received 265 ml. in 261/, hours, developed hemoglobinuria, 
and died two hours later. At necropsy the kidneys appeared 
normal to the naked eye and on section. The serum showed 

“little or no hemoglobin ”’ microscopically, but the bladder 
contained slightly smoky urine. 
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Mallinson (1948) reported that out of more than 100 cases 
in which myanesin had been used he had found 3 possible 
examples of hemoglobinuria, but incomplete investigation 
did not allow of definite conclusions. In 15 other cases of his, 
the urine was investigated : 5 gave a positive or weak positive 
benzidine test for blood, 4 contained a few red cells, and 4 
contained a few casts, but no iron was detected spectro- 
scopically in any of the specimens. Mallinson brought 
forward evidence that myanesin increased the fragility of the 
red cells, and suggested that, owing to this fact, the hemolysis 
obtained by Pugh and Enderby (1947) in vitro was an artefact. 
He also pointed out (Mallinson 1949) that fatal anuria similar 
to that ascribed to myanesin can occur after operations in 
which myanesin has not been used. 

Belfrage (1947) reported that a patient with tetanus who 
received 78 mg. of myanesin intramuscularly in 120 hours 
had a diminished renal output but showed no clinical evidence 
of hemolysis. 

Torrens et al. (1948) did not note hemoglobinuria or signs 
of hemolysis in a tetanus patient who received 7 g. of mya- 
nesin intravenously and 15 g. intramuscularly in nine days. 

Ballantine (1948) reported 76 cases in which myanesin 
was used but did not mention hemolysis or hemoglobinuria. 

Musgrove (1948) reported that in 200 cases given myanesin 
no naked-eye hemoglobinuria was noted. 

Schlesinger et al. (1948) stated that in a large series of 
persons “ given 2% myanesin at the rate of 30 drops a minute ”’ 
no hemoglobinuria was produced. 

We report here some clinical experiments made in an 
attempt to clarify the situation. 


CLINICAL EXPERIMENTS 


Twenty anesthetised patients were given 1 g. myanesin 
dissolved in 10 ml. of solvent, as usually supplied by the 
makers. The myanesin solution was given intravenously 
at the rate of 1 ml. in 6 seconds. The premedication used 
was ‘Omnopon’ gr. !/; and scopolamine gr. 1/,,,. The 
anesthetics administered, by the semi-closed method, 
were: (1) nitrous oxide and trichlorethylene; (2) nitrous 
oxide and ether; and (3) thiopentone, nitrous oxide, and 
trichlorethylene. The patients were all good surgical 
risks, all were adults, and no difficulties were met with 
in induction and maintenance of anesthesia. 

Four venous ‘blood samples were taken from each 
patient : (1) after induction of anzsthesia but just before 
the injection of myanesin; (2) 10 minutes after the 
injection of myanesin ; (3) 30 minutes after the injection ; 
and (4) 60 minutes after the injection. 

To obviate the danger of producing hemolysis by the 
use of syringes, all samples were collected through a 
wide-bore needle with a small rubber tube attached to 
the hub. After the needle had been introduced, the blood 
was collected by gravity into clean dry bottles, which 
were allowed to stand until the sera separated. After 
the return of these patients to the ward, the first three 
specimens of urine voided were collected and sent to 
the laboratory. 

As controls 10 other patients, who had received similar 
premedication and anesthesia but no myanesin, were bled 
in a like manner and had their first three postoperative 
specimens of urine collected. 

Blood (Hb 100-110% Haldane) was collected from one 
of us (J. B. P.) and heparinised with 10 1.v. per ml. ; 
10 ml. of this blood was then added to 90 ml. of water, 
producing complete hemolysis. From this 10% solution 
of hemolysed blood, standards were made as follows : 
5%, 4%, 3%, 25%, 2%, 1:75%, 15%, 125%, 1%, 
0:9%, 08%, 07%, 06%, 05%, 04%, 03%, 02%, 
and 0-1%. The sera obtained from the patients were 
matched with these standard tubes and a tube of unhemo- 
lysed serum. Excellent comparison was obtained between 
test and standard samples, but it was sometimes difficult 
to express the degree of hemolysis to the nearest 0-1%. 
The standard tube containing 0-1% of hemolysed blood 
was just visibly pink, and any serum giving a reading 
less than this was considered to show no hemolysis. 


The specimens of 
urine from the 20 test 
patients and the 10 
controls were 
examined for albumin, 
occult blood by the 
benzidine test, and 
microscopically for red 
cells and casts. 

To estimate the 
delicacy of the 
benzidine test, haemo- 
lysed blood (Hb 
14-5 g. per 100 ml.) 
was added to normal 
urine in various pro- 
portions and subjected 
to the test. It was 
found that 14-5 mg. of ry 
Hb per 100 ml. of Four specimens of serum from a 
urine (=0-1 4 of patient given myanesin: a, before 

injection of myanesin ; b, 10 minutes 
hemolysed blood) after injection; c, 30 minutes after 
gave a negative result, _iniection; d,60 minutesafter injection. 
29 mg. of Hb per 100 ml. a weak positive, and 58 mg. of 
Hb per 100 ml. a full positive reaction.. 





RESULTS 


Hemolysis.—None of the sera from the 10 patients 
who had not received myanesin showed any hemolysis ; 
nor did any of the samples taken from the 20 myanesin 
patients before the myanesin was given. After the 
injection of myanesin, the sera of 18 of the 20 patients 
showed hemolysis, and 2 did not. The amount of hemo- 
lysis ranged from 2-75 to 0-2%. Usually the greatest 
hemolysis was obtained in the sera taken 10 minutes 
after the myanesin. (The figures for intravascular 
hemolysis speak for themselves.) 

Urine.—The results were as follows : 


é 


Myanesin patients Controls 


(20) (10) 
Positive Negative Positive Negative 
Occult bloed ve ia 5 15 0 10 
Red cells “ us 4 16 0 10 
Casts - ne ae 18 2 3 7 
Albumin (more than trace) 16 + 4 6 


Of the 5 myanesin cases which had positive tests for 
occult blood, 2 also showed red cells and casts, and 3 
casts only. All specimens of urine which gave a positive 
test for occult blood were turbid and browner than usual. 
Two of the 4 myanesin patients whose urines showed red 
cells also had casts and gave a positive test for occult 
blood, whereas the other 2 had casts only. The difference 
between the myanesin patients and the controls as 
regards casts is highly significant, and as regards albumin 
significant. The figures regarding occult blood and red 
cells are not significant but are suggestive of a difference 
between the test and control series. 


DISCUSSION 


We have shown that the intravenous injection of 1 g. 
of myanesin is followed by hemolysis in 18 out of 20 
cases. To meet the argument that this is an artefact, we 
took all precautions to minimise trauma to the red cells. 
We did no fragility tests after myanesin, because we 
believe that this test, which measures the osmotic 
pressures in the cells in vitro, does not necessarily 
measure the fragility of the cells in their normal 
surroundings. The amount of trauma to which the 
red cells were subjected in our experiments was 
probably less than red cells experience in the body. In 
15 of the 18 cases showing hemolysis this reached 
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its maximum in 10 minutes. The evidence that some 
intravascular hemolysis occurs after the clinical use of 


myanesin is overwhelming; the real point at issue is 
whether it is of sufficient degree to limit the usefulness 
of the drug. We have not found any report of an investiga- 
tion which correlates the degree of intravascular hemo- 
lysis with its toxic effects; and, until more is known 
about this matter, it seems wisest to keep such hemolysis 
down to a minimum. Our impression is that serious 
degrees. of hemolysis are most likely to occur with the 
larger doses of myanesin. Intravascular hemolysis such 
as may follow incompatible blood-transfusion can cause 
anuria and death. Cases have been reported in which 
myanesin was given and the patients subsequently 
developed anuria, but it is still uncertain whether the 
myanesin was to blame, because similar cases have been 
reported where no myanesin had been given. Further 
investigations, particularly when symptoms arise, should 
be made and reported. 

Previous workers have tried to estimate the threshold 
at which hemoglobin is excreted by the kidneys. 
De Navasquez (1940) placed the threshold between 459 
and 482 mg. of Hb. per 100 ml. of plasma (equivalent to 
about 3% of hemolysed blood in a normal person). This 
was worked out on a single case of paroxysmal hemo- 
globinuria with a urine pH of 5-5-6-3. Since none of our 
patients had such a high degree of hemolysis and yet 
some had hemoglobinuria, this figure for the threshold 
appears to be too high. Gilligan et al. (1941), from experi- 
ments in which hemoglobin was injected into 10 normal 
and 5 abnormal persons, concluded that the threshold 
was about 135 mg. of Hb per 100 ml. of plasma. In our 
cases of hemoglobinuria the average maximum level of 
Hb in the plasma was 202 mg. per 100 ml. of plasma, 
whereas in those without hemoglobinuria it was 142 mg. 
The presence or absence of hemoglobinuria therefore 
roughly indicates the amount of intravascular hemolysis. 

The possible dangers of intravascular hemolysis, one 
cause of which is myanesin, are anuria following renal 
anoxia, and permanent renal damage. The evidence that 
myanesin can cause anuria is still controversial, and there 
is no evidence that it can cause permanent renal damage, 
but we suggest that the drug should be used with great 
caution, avoiding unnecessarily large dosage and watching 
for both hemolysis and hemoglobinuria. Since the main 
burden seems to be borne by the kidney, myanesin 
should not be given where renal function is impaired. 


SUMMARY 


Previous work on the possibility of myanesin causing 
intravascular hemolysis and hemoglobinuria is reviewed. 

The sera and postoperative specimens of urine of 20 
anesthetised patients receiving myanesin and 10 not 
receiving myanesin were examined. 

Heemolysis was present in 18 of the test cases, and in 
none of the controls. 

The differences in the two series were significant as 
regards casts and albuminuria, and highly suggestive as 
regards hemoglobinuria and red cells. 

It is suggested that in the present state of our know- 
ledge of this drug it should be given in the smallest 
effective dosage. 

Our,thanks are due to Dr. J. A. Fraser Roberts for his 
interest and advice. 
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HYPERSPLENISM WITH ARTHRITIS 
REPORT OF A CASE 


W. R. GAULD 
M.D. Aberd., M.R.C.P. 
ASSISTANT PHYSICIAN, ABERDEEN ROYAL INFIRMARY 


HYPERSPLENISM was first described by Wiseman and 
Doan (1939, 1942), who ¥eported as a new syndrome 
five cases of profound neutropenia of the peripheral 
blood, splenomegaly, and myeloid hyperplasia of the 
bone-marrow. None of these cases of splenic neutropenia 
(the name they gave to the syndrome) showed hepatic 
damage such as is found in Banti’s disease, and there 
was a complete absence of factors known to cause 
agranulocytosis. In all these patients the leucocyte- 
counts became normal after splenectomy. Further 
examples of the condition have since been reported by 
Moore and Bierbaum (1939), Muether et al. (1941), 
Rogers and Hall (1945), Salzer et al. (1945), Langston 
et al. (1945), Kinsey and Bingham (1946), McClean and 
Coleman (1947), Sacks and Carey (1948), and Palumbo 
(1949). 

In most of these patients the granular white cells were 
predominantly affected, but in some cases the platelets 
and/or red cells were also slightly reduced in number. 
Doan and Wright (1946) recorded two cases in detail and 
charted the blood findings in five others in which the 
numbers of white cells, red cells, and platelets (especially 
the last two) were all very low. This condition they 
termed splenic panhematopenia, and in every case 
splenectomy was followed by a rapid return of the™blood 
picture to normal. Semple (1948) described a case which 
differed from those reported by Doan and Wright only 
in the’ slow recovery of the red-cell count after 
splenectomy. 

All but one of these cases have been examples of 
acquired primary hypersplenism. The exception is one 
of the cases of splenic panhematopenia described by 
Doan and Wright (1946), which they believed to be 
congenital. Van Creveld (1948) reported such a condition 
in a child aged 2 years, and this, too, probably falls into 
the congenital category. 

That hypersplenism may be secondary to a pre- 
existing enlargement of the spleen is generally recognised. 
Wilensky (1942), Mandelbaum et al. (1942), Dameshek 
and Miller (1946), Davis et al. (1949), and others have 
described examples of thrombocytopenic purpura com- 
plicating Gaucher’s disease in which the symptoms 
were relieved by splenectomy. Doan and Wright (1946) 
mentioned three patients with Hodgkin’s disease—one 
showing severe anzmia and neutropenia, and the other 
two thrombocytopenia with purpura—all of whose 
symptoms were relieved (the first for as long as 2 years) 
by splenectomy. They also cited two examples of a 
panhematopenic syndrome associated with Gaucher’s 
disease, in both of which the symptoms improved after - 
removal of the spleen. 
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The association of chronic arthritis, splenomegaly, and 
leucopenia in middle-aged people, first described by Felty 
(1924), is well known. Two of Wiseman and Doan’s 
(1942) patients gave a history of joint pains, but mani- 
festations of rheumatoid arthritis were negligible during 
the neutropenic phases. The patient described by 
Langston et al. (1945) also had arthritic symptoms, which 
cleared after splenectomy, leaving only the deformities 
resulting from the acute stage. Smith and McCabe (1948) 
published two cases of splenic neutropenia with arthritis ; 
though their first patient had a hypoplastic marrow, 
both showed clinical improvement with a return to normal 
leucocyte-counts after splenectomy. 

The following ,case is an additional example of 
hypersplenism with joint changes. 


CASE-RECORD 


A married woman, aged 38, was admitted to the Royal 
Infirmary, Aberdeen, on Dec. 8, 1947, with 9 months’ history 
of tiredness, depression, loss of weight, and worry over 
domestic affairs. Her relations had noted her increasing 
pallor. She had had no dyspeptic symptoms except anorexia, 
and gave no history of breathlessness, cough, or unusual loss 
of blood. Since the birth of her first child in 1932 she had had a 
vesicovaginal fistula for which she had undergone four opera- 
tions in that year without relief. During the past 16 years 
the fistula had remained unchanged, and the continual 
dribbling of urine caused much 4liscomfort. About 1934 she 
had developed rheumatoid arthritis affecting mainly her 
hands. At first this was mild, but it gradually became more 
incapacitating, and in 1942 the patient had a course of chryso- 
therapy, the dosage of which is unknown. This treatment 
relieved her symptoms, and for the past 5 years her rheumatoid 
arthritis had been quiescent. The patient’s family history 
was irrelevant. 

On examination the patient was pale, tired-looking, and 
febrile, with some marginal atrophy of the tongue but no 
glossitis and no evidence of koilonychia. Her blood-pressure 
was 115/70 mm. Hg, and no abnormality was detected in her 
chest apart from a generalised soft systolic murmur, which 
was attributed to her anemia. Her spleen was uniformly 
enlarged and extended to about 1 cm, below the umbilicus ; 
it was firm, bulky, and smooth, but not tender. The liver 
was not palpable, and there were no enlarged cervical, axillary, 
or inguinal lymph-nodes. Detailed neurological examination 
was negative. There was only minimal evidence of rheumatoid 
arthritis, affecting particularly the second and third meta- 
earpophalangeal joints on both sides. The urine contained 
no albumin or sugar, and microscopically showed nothing 
abnormal, 

Investigations.—_-The initial blood-count was: Hb 52% 
(Haldane), red cells 3,421,000 per c.mm., colour-index 0-76, 
leucocytes 800 per c.mm. (neutrophil polymorphs 17%— 
non-segmented 12%, segmented 5%—lymphocytes 55%, and 
monocytes 28%), platelets 127,500 per c.mm. The red cells 
were microcytic and hypochromic. Serial leucocyte-counts, 
hemoglobin, and platelet-counts are charted in the accom- 
panying figure. Reticulocyte-counts were done from time to 
time but were always within normal limits. The icteric index 
was 5, and the plasma-protein level 8-22 g. per 100 ml. Stools 
were examined several times for occult blood with negative 
results. Blood-culture was sterile, and agglutinations against 
S. typhi (O and H), S. paratyphi-B, and Br. abortus were 
negative. The sternal marrow was examined on three occasions 
over a period of weeks. The following is a representative 
result: myeloblasts 4%, premyelocytes 9-7%, neutrophil 
myelocytes 26%, eosinophil myelocytes 1%, metamyelo- 
cytes 27:1%, polymorphs 2%, lymphocytes 9-3%, plasma 
cells 0-3%, hemocytoblasts 0:3%, normoblasts 20-3%. 

Radiography of the chest revealed no abnormality, and a 
barium swallow gave no radiological evidence of cesophageal 
varices. 

Treatment.—Penicillin 20,000 units three-hourly was obvi- 
ously indicated to minimise the risk of infection arising from 
the neutropenia. Iron was given in the form of tab. ferr. 
sulph., starting with gr. 3 t.d.s. but increasing to gr. 6 t.d.s. 
later because of lack of response. Since this produced no 
improvement, blood-transfusions were instituted. 

Progress.—Meanwhile the patient’s general condition was 
deteriorating, the fever was continuing intermittently, and 
the lumbar region, buttocks, and thighs were becoming excori- 
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ated and extensively inflamed as a result of the continual 
leakage of urine from the vesicovaginal fistula. The leucocyte- 
count remained almost constantly below 1000 per c.mm., and 
the Hb and red-cell count varied directly with the quantity 
of blood transfused. It was therefore decided to submit the 
patient to splenectomy ; but, as the final preparations were 
being made, she developed a large carbuncle on the right 
buttock. The operation had therefore to be delayed for two 
months, during which penicillin and small transfusions of 
packed cells were continued. Eventually the carbuncle healed, 
and on March 16, 1948, after a transfusion of 1 pint of fresh 
blood, the spleen was removed by Mr. Andrew Fowler. No 
accessory spleens were found at operation, and the liver was 
normal in appearance and consistence. 

Postoperative Progress.—The patient’s convalescence was 
surprisingly smooth. The wound healed by first intention, 
and the excoriated areas epithelised very quickly. On the 
twelfth postoperative day, however, the patient developed a 
left basal pneumonia ; so penicillin, which had been stopped 
after the operation, was again given, and the pneumonia 
resolved within a week. Thereafter the patient improved 
rapidly and was discharged to her home on May 4, 1948. 

Follow-up.—Since that time the patient has been seen at 
regular intervals. Her general condition has improved greatly, 
and she has regained all her lost Weight. Her blood has been 
invariably within normal limits and the most recent count, 
on Sept. 3, 1949, seventeen months after the operation, 
showed Hb 110%, red cells 5,230,000 per c.mm., colour-index 
1-05, leucocytes 9600 per c.mm. (neutrophil polymorphs 
60%—non-segmented 4%, segmented 56%—eosinophils 1%, 
lymphocytes 31%, monocytes 8%), and platelets 252,500 
per c.mm. In March, 1949, her rheumatoid arthritis flared up. 
The affected joints included the second metacarpophalangeal 
on both sides, the left elbow, and both knees, but with physio- 
therapy they have made satisfactory progress. In July, 1949, 
the patient was successfully treated by her doctor in her own 
home for pneumonia, and her chest is now clinically and 
radiologically clear. 

Pathology of Spleen (Dr. C. E. Lumsden).—The spleen 
weighed 1450 g. Histologically there was nothing pathogno- 
monic. The pulp was congested but showed no abnormal 
infiltration or fibrosis. The malpighian bodies, however, 
were enlarged owing to hyperplasia of the reticulum cells. 
There was moderately severe hemosiderosis, and the pulp 
contained nuclear detritus, but no erythrophagocytosis or 
leucophagocytosis was found. 


DISCUSSION 


The present case fulfils in general the clinical require- 
ments of hypersplenism and differs from the panhema- 
topenic syndrome of Doan and Wright (1946) only in 
that the neutropenia was more severe than the anemia 
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and thrombocytopenia. A normal peripheral blood picture 
was established rapidly after splenectomy, though the 
increase in the red cells and platelets was not so dramatic 
as the response of the neutrophils. 


Pathogenesis 


The result of splenectomy favours the view that 
splenic dysfunction is at least partly responsible for 
this condition ; but the exact mechanism is not clear. 
Wiseman and Doan (1942), Moore and Bierbaum (1939), 
Muether et al. (1941), Doan and Wright (1946), and 
Palumbo (1949) found histological evidence of excessive 
destruction of the affected elements in the spleen, and 
conclude that hypersplenism is a pathological aecentua- 
tion of the normal physiological phagocytic function of 
the spleen for disposal of blood-cells. On the other hand 
these findings have not been constant, and Rogers and 
Hall (1945), Dameshek (1946), Kinsey and Bingham 
(1946), Semple (1948), and Smith and McCabe (1948) 
contend that the spleen produces an inhibitory factor 
which prevents either the maturation of the marrow cells 
or their liberation into the peripheral blood. 

Though there was some enlargement of the malpighian 
bodies owing to hyperplasia of the reticulum cells in the 
present case, no phagocytosis was observed. This fact 
therefore lends support to those who believe that the 
spleen in such cases exerts an inhibitory effect on the 
marrow. It must be remembered, as Moore and Bierbaum 
(1939) and Wiseman and Doan (1942) pointed out, 
that, whereas this abnormal phagocytosis is very obvious 
in fresh supravital preparations, it may be difficult to 
detect in cut sections of the spleen. It must be emphasised 
that supravital staining was not done in the present 
case. 

Perhaps the solution lies in a combination of these 
two views—i.e., a splenic factor prevents maturation 
of the affected elements, which as a result of their 
immaturity are readily destroyed by the reticulo- 
endothelial system in the spleen and elsewhere. 


Association of Arthritis and Hypersplenism 

Of the 5 cases reported by Felty (1924) all showed 
a moderate leucopenia, but in no instance was it as 
severe as in the 2 cases described by Wiseman and Doan 
(1942) or in the present case, in all of whom, in further 
contradistinction to Felty’s cases, the rheumatoid 
arthritis was trivial during the neutropenic phases. 
Felty pointed out that his syndrome might well represent 
Banti’s disease with a coincidental arthritis, though he 
believed it was a distinct clinical entity. Hanrahan and 
Miller (1932) reported a case of Felty’s syndrome in 
which the symptoms improved as a result of splenectomy 
—carried out primarily to relieve the discomfort caused 
by the splenic enlargement. The sternal marrow was not, 
of course, examined in their case, but the leucopenia was 
more severe than in Felty’s cases and was of the same 
order as that found by Wiseman and Doan (1942). 
Williams (1936), reporting a case of Felty’s syndrome, 
suggested that it was a primary blood disorder in which 
the maturation of the granular cells was arrested. 
Studies of the bone-marrow at necropsy, however, 
disclosed diminished myeloid activity, and this case 
therefore parallels more closely the first case reported 
by Smith and McCabe (1948). Steinberg (1942) noted 
for the first time marrow hyperplasia in 2 cases of Felty’s 
syndrome and postulated that the spleen might be 
inhibiting the maturation of neutrophil cells. He held 
that, if the marrow is not hyperplastic, splenectomy 
should not be done in these cases. Dameshek (1944) 
believed that Felty’s syndrome was a form of splenic 
neutropenia brought about by splenic involvement in 
the infectious or toxic process of rheumatoid arthritis. 

In the present case there was a relapse of the arthritis 
within a year of splenectomy. The published follow-up 
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periods of all the other cases have been very short, 
so the ultimate effect of splenectomy on the joint mani- 
festations cannot be assessed. Symptomatically Felty’s 
syndrome and hypersplenism are closely related, but it 
is difficult to be certain whether they have a similar 
etiology, since the clinical information on the reported 
cases has often been inadequate. Time may show that 
the association of arthritis with hypersplenism is purely 
fortuitous, but at present it cannot be dismissed as such. 


SUMMARY 


A case of hypersplenism with rheumatoid arthritis is 
presented. 

The ztiology of this condition and its association with 
Felty’s syndrome are discussed. 


I wish to thank Prof. H. W. Fullerton for permission to 
publish this case, and Dr. C. E. Lumsden for the pathological 
report on the spleen. 
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HYDROCOLPOS 
N. CG. Sen 
M.B. Calcutta, D.G.O. Dubl., F.R.C.S. 


OBSTETRICIAN AND GYNAECOLOGIST, SANCTORIA HOSPITAL, 
DISERGARH, INDIA 


HyYDROCOLPOS is a rare condition in which fluid other 
than blood has accumulated in a vagina occluded by 
an imperforate hymen, a retrohymenal membrane, or 
atresia. It is usually discovered either shortly after 
birth or just before puberty. Eleven cases have so far 
been reported, and eight of these belonged to the 
neonatal group. 

Spencer (1916) described the first case; Mahoney 
and Chamberlain (1940) described four cases; and one 
case each has been described by Kereszturi (1940), Bowen 
(1941), Althoff (1941), Rosenblatt and Woolley (1943), 
Morris (1945), and Maliphant (1948). The age-incidence 
in these cases ranged from one day to eleven weeks in 
the neonatal group and from twelve to fourteen years 
in the prepubertal group, in which two girls had their 
normal periods five months after hydrocolpos was 
detected. 

The fluid has been variously described, according to 
its naked-eye appearance. Thus it may be “ turbid 
serous,” ‘‘ mucoid,” ‘‘ milky,’’ and ‘‘ chylous,” perhaps 
depending on relative contributions of the various parts 
of the female genital tract (see below). 
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Smear of hydrocolpos fluid, showing desquamated vaginal epithelium 
in various stages of maturity, but no organisms. (Gram’s stain.) 


CASE-RECORD 


An infant, aged 4 days, was admitted with intestinal 
obstruction due to imperforate anus and was operated on. 
During the operation it was noticed that the hymen was 
intact and bulged when the baby strained. Nothing was 
done at that time for this condition. The baby left the 
hospital on the 16th day, with advice that she should be 
brought back for dilatation of the anal canal. 

On the 24th day she was readmitted, with excessive 
vomiting and scanty urine. She was dehydrated, with her 
skin inelastic and shrivelled. A fusiform swelling with a 
knob-like structure at its top was felt in the hypogastric 
region. The urinary bladder was emptied with a fine catheter, 
4 ml. of urine being obtained. As the baby was crying at 
this time, the hymen was found to be bulging. The 
mass in the hypogastric region was still there. Rectal 
examination revealed a slightly fluctuant cystic mass in front, 
partly filling the pelvic cavity. 

The hymen was punctured, about 32 ml. of milk-like 
white thick fluid was withdrawn from the vagina, and the 
swelling completely disappeared. The hymen was opened 
with a cruciate incision. The baby was treated for vomiting 
and left the hospital after a few days. 

The fluid had a pH of 6-4. On standing for 24 hours, 
scanty clear supernatant fluid separated, and the deposit 
occupied about 98°% of the total fluid. On staining, it was 
found to be full of desquamated vaginal epithelium in various 
stages of maturity (see figure) and containing various amounts 
of glycogen. Polymorphonuclear leucocytes were seen but no 
organisms were detected. The protein content of the fluid 
was 0:62%, but no fat-globules were seen. The fluid was 
sterile on culture. s 


DISCUSSION 
Source of Fluid 

Presumably every part of the female genital tract 
contributes to this fluid. Mahoney and Chamberlain 
(1940) described the morbid histology in this condition 
in necropsy and operation specimens. They found 
distinct evidence of activity in the uterine glands and 
the vaginal epithelium, which was thick and many- 
layered, keratinised, and loaded with glycogen. Similar 
activity of the female genital tract is not uncommon 
in the neonatal period, and slight bleeding or mucoid 
discharge per vaginam during the first two weeks of life 
is often met with in obstetric practice. Since in the 
present case the fluid was made up almost entirely of 
desquamated vaginal epithelium, whose pH was slightly 
on the acid side, the vagina seems to have contributed 
the most. 


Pathogenesis 

Both in utero and for about two weeks after birth 
(Dobszay 1938) the female child is under the influence 
of maternal cestrogens. The uterus and the cervix grow, 
and there is evidence of increased activity of the uterine 
and cervical glands during this period. The vagina 
assumes the adult type, and its epithelium becomes 
thick, keratinised, and loaded with glycogen. Its 
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secretion becomes acid. Similar activity is also noted 
during the prepubertal period under the influence of 
gonadal hormones secreted from the ovaries at this age. 
It is precisely at these two age-periods that hydrocolpos 
is met with. 

The fact that the fluid may vary is due to the uterus, 
cervix, and vagina reacting differently according to 
their states of sensitivity towards the hormones, and 
thus contributing different shares. 

The endometrium has two functional parts—its 
blood-vessels and its glands. These react independently 
to the estrogens, but because they work simultaneously 
and usually uniformly their individuality is masked in 
most cases. . Sometimes one may act without the 
other. Markee (1936), Daron (1936), Kaiser (1948), and 
Bartelmez (cited by Markee 1936) have proved that the 
vascular system of the endometrium is responsible for 
menstrual bleeding, and where this system does not 
react to oestrogens there may not be any bleeding, 
though the glands may react and secrete. Thus the 
nature of the discharge from the uterus depends on the 
reactivity of the individual parts of the endometrium 
towards gonadal hormones. Similar factors also determine 
the secretion from the cervix and changes in the vaginal 
epithelium. According to the various proportions of 
secretions from the uterus, the cervix, and the vagina, 
the physical and chemical nature of hydrocolpos fluid 
will vary. The fluid in the present case was acid, but 
it was sterile on culture and no organism was visible 
on staining. This is of interest because it shows that 
the presence of Ddéderlein’s bacillus is not essential to 
make the vaginal fluid acid. 


Pathology 

Besides the activity of the uterine and cervical glands 
and changes in the vagina and accumulation of fluid in 
it, the amount of which varies from 1 drachm to several 
ounces in neonatal period and from 0:85 to 2-27 litres 
in the prepubertal period, accumulation of fluid may 
extend by regurgitation into the uterine cavity (Morris 
1945)—a condition known as hydrometrocolpos. 

The pressure of the fluid may cause stretching and 
elongation of the urethra and the neck of the bladder. 
The bladder is pushed upwards and forwards. The 
ureters may be obstructed at the ureterovesical junction, 
and there may be bilateral hydronephrosis (Morris 1945, 
Kereszturi 1940). Infection may supervene on this 
condition, causing pyelonephritis (Kereszturi 1940). The 
celon may be displaced upwards, and there may be 
intestinal obstruction, sometimes due to an imperforate 
anus caused by failure of the process of canalisation 
similar to atresia of the vagina or imperforate retro- 
hymenal membrane or hymen. Pressure on the veins 
may cause oedema of the lower half of the body 
(Morris 1945). 


Clinical Features 

Symptoms may be alarming within two days after 
birth. Retention of urine was urgent in six out of eleven 
cases reported. ‘‘ Abdominal tumour” was present in 
eight out of eleven cases, in five of which laparotomy 
was done to remove it. Intestinal obstruction was found 
in two children whose condition was serious, one of them 
dying on the first day of life, and the other having extreme 
pressure symptoms. Swelling at the vulva was seen in 
one case and was due to a bulging hymen. Backache 
and abdominal pain were met with in the prepubertal 
age-group. 

Most of these conditions were due to pressure of the 
accumulated fluid on the surrounding structures. 


Signs 

(1) Swelling in the hypogastric region, arising from 
the’ pelvis and filling it in various degrees. Rectal 
examination reveals a distended vagina in front, cystic 
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and fluctuant to palpation. The swelling does not 
disappear after catheterisation. (2) Inspection of the 
vulva will reveal occlusion of the lower end of the vagina, 
which may bulge on straining in the case of imperforate 
hymen or retrohymenal membrane. There may be 
associated imperforate anus. (3) Puncture of the occluding 
membrane in the lower part of the vagina will tap the 
characteristic fluid. Its withdrawal will cause disappear- 
ance of the swelling. (4) Radiography after introduc- 
tion of a radio-opaque medium into the fluid in the 
vagina will reveal the distended condition of the vagina 
with or without associated distension of the uterine 
cavity. 


Prognosis 


In early cases the prognosis is good. In late cases, 
particularly in the presence of complications, the prog- 
nosis is very much worse. Pressure symptoms may be 
particularly serious in infants and may cause death. 
Hydrocolpos may cause serious damage to the female 
genital tract. 


Differential Diagnosis 
The condition should be differentiated from hzemato- 


colpos and from other neonatal and prepubertal swellings 
in the hypogastric region—e.g., urachal cyst and distended 
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bladder. Catheterisation will eliminate a distended 
bladder. Inspection of the vulva is extremely important, 
along with other measures, such as rectal examination 
and puncture of the occluding membrane in the lower 
part of the vagina. 


Treatment 

This is simple where the occlusion is due to an imper- 
forate hymen or retrohymenal membrane. In these 
cases a cruciate incision”or excision of the hymen and 
drainage of the fluid are enough. Where the occlusion 
is due to atresia of the lower vaginal canal some sort 
of plastic operation may have to be undertaken at the 
appropriate age. 
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Preliminary Communication 


EFFECT OF COMBINED INJECTIONS OF 
DEOXYCORTONE ACETATE AND ASCORBIC 
ACID ON RHEUMATOID ARTHRITIS 


MorE and more attention has been given during 
recent years to the therapeutic effect of hormones from 
the hypophysis and adrenal cortex, especially in rheuma- 
toid arthritis. Two Swedish workers! showed that the 
implantation of calf hypophysis in a case of severe 
rheumatoid arthritis caused the disease to take a more 
favourable course. The important American research 
on certain hormones from the hypophysis (A.c.T.H.) ? 5 
and adrenal cortex (Compound E)**4®* and their effect 
on rheumatoid arthritis has been a great incitement to 
research in this field. 


The following is a preliminary report of an investigation 
on the effect of combined injections of desoxycorti- 
costerone acetate and ascorbic acid on rheumatoid 
arthritis. 

The series comprises 9 patients (6 women and 3 men) 
with both mild and severe rheumatic disease of the 
joints of two weeks’ to fifteen years’ standing. 


At the suggestion of one of us (E. L.) the patients 
were treated with an intramuscular injection of 5 mg. 
Deoxycortone® (desoxycorticosterone) acetate in 1 inl. of 
oleum arachis, immediately followed by an intravenous 
injection of 1 g. ascorbic acid (10 ml. of 10% solution). 
Five minutes after the injections the articular pain 
began to diminish and the articular mobility began 
to increase. Fifteen to thirty minutes later, the pain 
had practically disappeared and the mobility improved 
as much as the anatomical changes in the joints and 
muscular atrophy would allow. All the patients reacted 
in a similar way. In some cases the improvement was 
astounding. One of the patients was completely crippled 
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by pain and contractures after rheumatoid arthritis for 
fifteen years: after one combined injection, she sat up 
with ease and moved her arms and legs about freely ; 
all her pain had gone. It was noted that the skin became 
warmer and redder inthe articular regions after the 
injection. Some patients became greatly éxhilarated 
after the injections—more than one would expect.from 
the mere relief of pain. 

The effect lasted from two to six hours, occasionally 
more than twenty-four hours. It seems as though it 
lasts longer with each further injection. In more acute 
cases one or two injections have been enough to banish 
the pain for two or three weeks (the present observation 
time). 

We have not yet worked out the most suitable dosage. 


Doses exceeding 5 mg. of desoxycorticosterone acetate 
and/or 1 g. of ascorbie acid do not enhance the effect. 
On the other hand, half these amounts seems to be 
equally effective. The ascorbic acid can also be given 
intramuscularly, but no effect has been observed after 
oral administration. As a rule we have waited two to 
five minutes between the injections. If we waited two 
hours we got no effect. In one case relief has been 
obtained for four days (at the time of writing) by the 
intramuscular implantation of one tablet of 100 mg. of 
desoxycorticosterone acetate followed by injections of 
0-5 g. of ascorbic acid every sixth to eighth hour. 

As far as we can determine, the pain-relieving effect 
is confined to the joints and adjacent regions. In cases 
of sciatica, myeloma, and wound and muscular pains 
no alleviation of the pains was observed. 

As yet we have not seen any toxic side-effects after 
the injections. No changes in the blood-pressure have 
been noted, nor any mentionable effect on sodium 
chloride or potassium in the blood. In some cases a 
drop in the sedimentation-rate of the red blood cells 
was observed. 

Further work is being done along these lines so as to 
ascertain how far the effects described are obtainable 
in different types of arthritis or other conditions, and 
whether the observations can lead to a therapy of these 
diseases. 

E. Lewin 
Assistant Physician. 
E. WassEN 
Head Physician. 


Medical Department II, 
Sahlgren’s Hospital, 
Gothenburg, Sweden. 
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Medical Societies 


MANCHESTER MEDICAL SOCIETY 
Diagnosis and Treatment of Epilepsy 


ADDRESSING the Manchester Medical Society on Nov. 2, 
Prof. F. J. Natrrass said that the diagnosis of epilepsy 
depends essentially upon accurate history-taking backed 
by knowledge of the varied manifestations of this 
disease. The electroencephalogram (E.E.G.) shows, as 
Hughlings Jackson postulated on clinical grounds, that 
epileptic attacks are accompanied by outbursts of 
abnormal activity in the cerebral cortex; it is still 
doubtful whether epileptic discharges ¢rise in any 
other part of the brain. The disturbance may be 
localised and result only in involuntary movements or 
abnormal sensations on one side of the body ; this is the 
simplest type of attack—local or jacksonian epilepsy. 
When the discharges are widespread throughout the 
cortex consciousness is affected, and if there are move- 
ments they are generalised; but movements may be 
absent. 

In diagnosis mistakes are made particularly in respect 
of petit mal, and from the point of view of treatment 
this title should be restricted and not applied to any 
type of seizure of short duration. Another frequent 
cause of difficulty is the variability of the major (grand 
mal) type of seizure, which may be incomplete, ending 
with the tonic stage or with only mild convulsive move- 
ments. In diagnosis the aims should be: (1) the 
recognition of attacks as epileptic; (2) localisation of 
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the areas in which the disturbance arises; and (3) 
determination of the cause of attacks. As to the first 
aim, distinction from syncope is the commonest problem, 
which may be difficult for two main reasons: (a) in 
people predisposed to fainting the stimulus may be very 
slight ; and (6) during syncope there may be fairly well- 
marked convulsive movements. There is less difficulty 
in distinguishing between epilepsy and hysteria, vertigo, 
narcolepsy, and other attacks. 

While epilepsy in adults is more likely to be due to 
organic disease, and especially cerebral tumour, than is 
the case in childhood, nevertheless pure or idiopathic 
epilepsy begins in late life much more than is usually 
believed. Of 1000 epileptics, 17% said that their first 
fits occurred after the age of 40. Of 100 cases with 
onset after the age of 40 which were followed up after 
periods varying from 3 to 18 years, 75 were surviving 
without any symptom or sign of intracranial tumour ; 
of the 25 deaths, 10 were due to intracranial tumour, 
and 5 to cerebral arteriosclerosis. 

In treatment the difference between success and failure 
may depend on the choice of drug, on adequate dosage, 
and on prolonged trial. In the treatment of major 
epilepsy Professor Nattrass prefers phenytoin sodium to 
phenobarbitone, especially for young patients, though 
administration of this drug requires careful observation. 
‘Tridione’ should be used if the diagnosis of petit mal 
is certain and attacks frequent; and total aud differential 
white-cell counts should be done every three weeks. 

Professor Nattrass concluded with a plea for the 
coéperation of those in medical charge of the patients in 
finding suitable employment for epileptics. 





Reviews of Books 


Nervous and Neurohumoral Regulation of Intestinal 
Motility 
W. B. Youmans, professor of physiology, University of 
Oregon. New York and London: Interscience Pub- 
lishers. 1949. Pp. 129. 29s. 


Professor Youmans begins his monograph with a 
critical account of the terminology used to describe the 
visceral nervous system. He writes: ‘‘ The earlier 
concept that the sympathetic and parasympathetic 
systems are antagonistic or reciprocally acting systems 
is an oversimplification.” He further points out that 
smooth muscle is not a “ biologic unity.’’ The book 
contains an account of the ingenious double-pouch 
method for investigating the influence of the various 
anatomical components of the visceral nervous system 
on the intestine, the effect of denervation on the reac- 
tivity of the gut to adrenaline, and the reflex influence 
of stimulation of the peritoneum, urinary bladder, and 
gall-bladder on the motility of the gut. It is almost 
entirely devoted to the results of experiments in animals, 
with little discussion of their clinical relevance. 


Neuroradiology 
ALEXANDER ORLEY, M.D., F.F.R., D.M.R. & E., consulting 
radiologist to West End Hospital for Nervous Diseases, 
London. Oxford: Blackwell Scientific Publications. 
1949, Pp. 421. 63s. 


Ir is sometimes said that the commonest fault of 
medical textbooks is that they are always several years 
behind current thought and methods. Dr. Orley’s book 
suffers somewhat from this disadvantage, for it is largely 
based on the clinical material he collected during the 
1939-45 war. In 1945 liaison with the Swedish neuro- 
radiological school, founded by Lysholm, was renewed ; 
and since then technique in ventriculography, and more 
particularly in angiography of the cerebrum, has vastly 
altered. The section in this book on ventriculography 
is to some extent outmoded, adhering too much to the 
old standard projections, with their emphasis upon 
lateral views for the filling of each lateral ventricle in 
turn; and so is the section on cerebral angiography, 
where no substance other than a radioactive preparation 
is suggested as a contrast medium, and the percutaneous 
route of injection is mentioned only to be decried. (In 
neurosurgical clinics in the British Isles, the percutaneous 
route is now being regularly used for the injection of 


non-radioactive substances for cerebral angiography.) 
Such objections, however, do not apply to the sections 
on the technique of radiography of the skull, which are 
clearly written and well and ingeniously illustrated ; 
and those on the spine give a good general view of 
spinal lesions. The section on myelography is too brief, 
giving no indication of the normal and its variations, 
for comparison with the few gross lesions illustrated. 
The heading ‘‘lumbar encephalography’”’ precedes a 
very sketchy description of the technique of myelography, 
and some of the statements about cisternal myelography 
are questionable. The bibliography is excellent: for 
the student of neurological radiology it provides 843 
references fully cross-indexed. 


The Common Form of Joint Dysfunction: Its 
Treatment and Incidence 
Witit1amM KAUFMAN, PH.D., M.D. Vermont: E. L. 
Hildreth. 1949. Pp. 208. 


WITH disarming candour, the author of this monograph 
on the treatment of rheumatoid arthritis with niacinamide 
(nicotinamide) admits that few of his many exemplary 
cases were radiographed or had any but the most 
perfunctory laboratory investigations, and that no control 
series was studied; so his assessment of recovery or 
failure from a ‘‘ joint range index” (a figure obtained 
from the mean of 20 joint ranges measured by a gonio- 
meter, a notoriously unreliable instrument) must be 
regarded sceptically. Moreover, many of the cases are 
‘* subclinical,” in that a diminished “ joint range index ”’ 
was found only when the patient presented himself for 
‘‘check-up examination’? without any thought or 
symptom of *‘ rheumatism ”’ until it was revealed to him. 
Climatic, psychological, and natural remissions play too 
big a part in this tragic disease for the most wishful 
thinker to be impressed by this book. 

Plaster of Paris Technique (2nd ed. London: Bailliére, 
Tindall, and Cox. 1948. Pp. 220, 16s. 6d.).—Practice alone 
can make a plaster technician, but a ‘‘ pattern book” is of 
great value to the tyro; and this little American work, so 
beautifully illustrated, supplies a great deal that other similar 
books lack.. As well as dealing with the elements of the 
subject, Prof. Edwin O. Geckeler describes in great detail 
the various types of plaster splints, and the best methods 
of making them. In other chapters he describes more recent 
uses—the turnbuckle and Winnett Orr plasters, for instance 
—and finally, gives helpful advice on the care of the patient 
in plaster. Excellent photographs form a large part of the 
book, 
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9 Vhether tis nobler in the mud, to suffer 
the slings and arrows of outrageous fortune 
_ Or to take arms against a sea of troubles, 
Aud by opposing end them ?-to sleep- 
-lisa consummation devoutly 


to be wishd.. 
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The Practitioner’s Remuneration 


In the negotiations between the Ministry of Health 
and the General Medical Services Committee, two 
issues have been separated : (1) the size of the total 
sum to be devoted to paying general practitioners, 
and (2) the manner of its distribution. The recent 
annual Conference of Local Medical Committees, 
though it recognised that the questions of distribution 
may need further consideration, pressed the Minister to 
reach an early decision about the total. The conrmittee 
had presented him with a document arguing that 
the sum originally calculated in Whitehall fell short 
of the amount really required—partly because more 
principals have joined the service than was expected, 
but more importantly because the change in the value 
of money has made the Ministry’s betterment factor 
unrealistic. Estimated on gross income this factor 
represented an increase of about 34° over 1939; and 
the document contended that it should have been at 
least 70°. On this basis it was claimed that the 
total money required for adequate remuneration was 
£57-7 million, and the amount actually being received 
was said to be short of this by some £16-5 million. 
If this £16-5 million were used solely for increasing 
the capitation fee for the first 1000 patients on a 
principal’s list, many of the serious problems arising 
from the National Health Service Act would, it was 
suggested, be largely solved. 

The Minister has now, as requested, given his 
answer on the question of the total sum; but the 
letter to the General Medical Services Committee 
(p. 1005) concludes that ‘‘no reasonable case can 
be made for any increase in the total remuneration 
of general practitioners, nor any argument sub- 
stantiated to show that general practitioners as a 
group are inadequately paid.” On examining the 
differences in interpretation placed on the figures 
by the Ministry and by the G.M.S. Committee it is 
apparent that the Ministry has corrected the com- 
mittee’s estimate by adding to it all the other items 
of income reaching general practitioners from the 
Exchequer. These cover moneys paid them for 
maternity services, for the provision of drugs, for 
undertaking duties in the supplementary ophthalmic 
service, and for work in cottage hospitals. Also 
included are the sums set aside for additional mileage 
money, inducement payments, payment for training 
assistants, and Government contributions to super- 
annuation. These items come to £7-5 million and are 
regarded as a national contribution towards raising 
the practitioner's income. The Ministry also dis- 
closes that the number of principals in the service 
is 18,936, whereas the G.M.S. Committee’s estimate 
(based on earlier official figures) was about 20,000. 
Recalculating the committee’s own figures on the 
basis of this smaller number of principals, and using 
the betterment figure of 70° suggested by the com- 
mittee—which, significantly, he neither accepts nor 
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repudiates—the Minister believes that the total 
sum required to satisfy the committee’s case would 
be £53-5 million. The difference between this and the 
£48-8 million he is already providing is £4-7 million, 
which he does not propose to grant. Primarily, 
he says, he reaches his decision “‘ upon the sheer 
merits of the case, as revealed by the plain figures and 
facts as they stand.” It is only secondarily that he 
mentions that “the pfeposals have to be seen also 
against the background of the general economic 
situation, and the vital national need.to avoid any 
unjustified raising of remuneration in any field.” 

Doctors are very conscious of the difficulties of the 
economic situation today. But, as they see it, the 
claim they are putting forward is not a claim for an 
increase of present remuneration, but rather a claim . 
for the settlement of terms left over for discussion 
because there was no time for detailed agreement 
before the appointed day. Had the Minister 
admitted some validity in their claim and based a 
regretful refusal on the financial difficulties of the 
country his message might have deserved a sympa- 
thetic reception. Indeed, suggestions had already 
been made whereby the immediate payment of extra 
millions of money might have been avoided, and any 
additional remuneration agreed on would, for instance, 
have been added to the superannuation credits of the 
profession. With the help of even a deferred payment 
of this type the G.M.S: Committee would haye been 
able to proceed with some of those adjustments of 
distribution which are admittedly need@d. »But 
his uncompromising reply makes these adjustments 
far more difficult. The immediate problems are the 
difficulty of the young doctor in finding a place to 
start practice, the lack of opportunity for assistants 
to become principals, the real hardship felt by doctors 
in areas where practices are small and must remain 
small, and the premium placed on large lists and 
hurried work. All these grave faults of N.H.S. 
general practice could be partially repaired by the 
graded capitation fee, and by no other measure likely 
to command equally wide acceptance. It is true 
that THe Lancet, three years ago,! argued against 
the graded capitation fee; but we did so at a time 
when it was expected that there would be a universal 
basic salary of appreciable size, and when it was not 
supposed that the permitted maximum number of 
patients would be as high as 4000. Had these 
anticipations been fulfilled, many of the present 
difficulties would never have arisen. But the graded 
fee could still remedy the situation. Had the Minister 
even suggested providing the £4-7 million by which 
present remuneration falls short of his recalculation , 
of the G.M.S. Committee’s total a basis for rearrange- 
ment would have remained. 

His present attitude can but alienate practitioners 
still further. Many of them were persuaded to enter 
the service on the understanding that the suggested 
pool of money provided was but an interim payment 
made to allow proper discussion of terms with their 
representatives in the light of the Spens promises, 
with full weight given to changing money values. 
They believed they had found in the Spens proposals 
a new and an agreed approach to equitable terms. 
Instead they are now met with the Minister’s 


1. Lancet, 1946, i, 656. 
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blunt refusal to depart from the basis for their 
remuneration which he himself originally laid down 
without consultation. Their consultant colleagues 
have at least had the advantage not only of a later 
and wiser Spens Committee but also of a_ period 


of negotiation and discussion before the range of 


their remuneration was settled. Perhaps the present 
experience of the general practitioners will give 
salutary warning to those in the consultant field who 
seek revision of the system of distinction awards. 
The too evident difficulty, in present circumstances, 
of establishing any new claim makes it unlikely that, 
even if some better way of paying consultants were 
devised, the Government would now endow it ‘vith 
the money they have promised for the awards. 


Electrophysiology of the Mind 


In the controversies between mechanists and 
vitalists at the turn of the century, the apparently 
‘purposive’ behaviour of inanimate models was 
used as an argument in favour of mechanism. One 


popular analogy was that between the behaviour of 


a drop of chloroform brought into contact with a 
small glass thread coated with shellac, and an amceba 
engulfing some non-nutrient particle soaked in “ food.’ 
In each case the particle was drawn into the drop 
or amoeba, some portion of it removed, and the 
rest extruded. The action in the first case was purely 
physicochemical ; how then in the second case could 
it be purposive ? The analogy was crude and doubtless 
saused little heart-searching to the convinced vitalist, 
but it illustrated a fundamental point—that “ pur- 
pose ’’ and “ teleology ’’ were in the interpretations 
of the observer and not in the act observed. Nowadays 
the constructed model which mimics purposive 
behaviour has become vastly more complex and 
accomplished, and the arguments of the mechanist 
more sophisticated and to some more convincing. 
Indeed, the neomechanist would probably repudiate 
the very name, deny the validity of a -vitalist- 
mechanist controversy, and argue that all he does is 
to point out how much of apparently “ vital”? and 
even “mental” behaviour can be executed by a 
machine. WIENER! in his book on cybernetics is 
careful to emphasise analogy, not homology, when 
discussing the possible similarities between an electronic 
calculating machine and the human brain; and in his 
Maudsley lecture this month Mr. Grey WALTER, Sc.D., 
while owning that he “ veers a little toward . . . the 
cybernetic discipline,” specifically disclaimed it as 
anything more than operational analogy. Neverthe- 
less, that “‘ gentle pushing” towards a mechanistic 
interpretation of behaviour which JEFFERSON ? noted 
in his Lister oration is quite evident. Whether or 
not we welcome such a Weltanschawung, the facts 
which workers like Grey WALTER are collecting on 
the interrelation of mind and brain are important and 
fascinating. 

In his lecture Grey WALTER reviewed some of the 
findings and conclusions from his work on the electro- 
encephalogram (E.E.G.). Clinical electroencephalo- 
graphy dates from BERGER’s description, over twenty 
years ago, of the recording of an electrical rhythm, 
with a frequency of 8-12 cycles per second (¢.p.s.) 





1. Wiener, N. Cybe snotics, or ¢ ‘ontrol and. . ‘ommunication in the 
Animal and the Machine. New York, 

2." Jefferson, G. Brit. med. J. 1949, i, 
i, 1058. 


11050" “See Lancet, 1949, 
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from the occipital region. The sugthion: was inked 
in some way with vision, for it could be “ driven ”’ 

to a different frequency by making the subject look 
at a flickering light. Part of this “ Berger rhythm ”’ 
has subsequently become familiar as the alpha rhythm, 
which, as GREY WALTER has shown, is not a unitary 
wave but made up of two or three components, each 
with a frequency of 8-13 c.p.s. Moreover, he has 
gone some way: towards giving it a precise function 
in cerebral economy. The rhythm is most pronounced 
with the eyes closed or when nothing particular is 
happening in the field of vision ; and it can be blocked 
by opening the eyes or focusing them on some object. 
Grey WALTER has further shown that in people 
who use visual imagery in their thinking the rhythm 
is complex and variable, while in others it is simpler 
and more stereotyped. From this, and from the 
analogy of an electronic model constructed to respond 
by movements to various visual stimuli, he suggests 
that the alpha rhythm acts as a “scanning mecha- 
nism ”’ for all visual stimuli reaching the cortex ; and 


this mechanism presumably responds both to “ exter- 
nal” visual perceptions and to “ internal” visual 


imagery. How then are “real” and “ imaginary ”’ 
visions differentiated ? The suggested answer is 


ingenious. When a visual stimulus such as a bright 
light is presented, not only is alpha rhythm blocked but 
a small immediate electrical response is evoked in the 
occipital region. This “‘ elementary evoked response ’ 
is sometimes unusually small or distorted, especially 
in those with visual hallucinations; and GrrEy 
WALTER suggests that this evoked response labels 
the visual stimulus as “ real” for the cortex, and 
thus allows it to be distinguished from an “ imaginary ”’ 
or “ thought ” one. 

The further investigation of the evoked response 
itself has also proved fruitful. When subjects were 
exposed to a flickering light, they sometimes described 
curious non-visual sensations, and E.£.G. recordings 
showed that in these cases areas of brain distant from 
the occipital region were being activated at the 
stimulus-frequency or some multiple of it; and the 
site and amplitude of this activation was clearly 
influenced by the subject’s mental state. In one 
example a stimulus at 12 c.p.s. evoked a response 
at the same frequency in the occipital region, with 
one of 6 c.p.s. (theta rhythm) in the temporal regions, 
and of 24 c.p.s. in the frontal region. The temporal 
response seemed to be associated with emotional upset 
and the frontal response with the intellectual analysis 
of the visual patterns provoked by the stimulus. 
In each case the amplitude of activated response 
was enlarged when the subject tried to adopt the 
emotional or intellectual attitude associated with the 
secondarily activated response; and the subject’s 
spontaneous mood seemed to play a similar part in 
influencing these activated rhythms. The application 
of this light-stimulus technique to epileptics also 
provided data of interest. In some cases, especially 
when theta-frequency activation of temporal regions 
occurred, the subject complained of a feeling similar 
to the aura of his epileptic attack. Moreover, the 
interplay of emotional and physical factors in the 
genesis of an attack was sometimes clearly revealed ; 
in one case the voltage of the theta response to light 
could be doubled simply by making the psychological 
environment less pleasant. A careful analysis of all 











o v FY 


= SS 


Qa 


:_ 


= s 
- o 


ao 


fs} 
L- 


d 


al 


se 
re 
ed 
gs 
m. 
he 
he 
‘ly 
ne 
ise 
ith 
ns, 
ral 
set 
sis 
us. 
ise 
the 
she 


t’s 


ion 
lso 
lly 
ons 
lar 
the 
the 
ad; 
ght 
ical 

all 





THE LANCET] 


these activated responses shows that they almost 
certainly occur together with, or on top of, a natural 
inherent rhythm of the area activated. What is the 
function of these inherent rhythms ? GrEY WALTER 
suggests that in some instances they are the electrical 
reflection of an elaborate thought process. This view 
is supported by the mental accompaniment—similar 
on each occasion for any individual—of theta activity, 
and the tendency for the E.£.c. to take one standard 
pattern for half a second or so before a given voluntary 
movement. A further possible function is that of 
storage or memory. There is as yet no direct evidence 
for this, but the analogy of electronic models suggests 
that ‘‘ rhythmic oscillation between cerebral elements 
as a physical basis for short-term memory is a fertile 
working hypothesis’; and some slight support for 
this is gained from the constant evocation of the same 
emotional state when a stereotyped temporal theta 
rhythm is induced. The suggestion is in line with 
RrrcutE RvssELu’s conception of the physiological 
basis of memory, derived from its disturbances in 
wounds of the brain. 

The increasingly clear reflection of brain function 
as a whole in electrical rhythms will ultimately have 
to be interpreted in terms of nerve-cell physiology. 
Already some direct correlations between electrical 
rhythms and mental states have been recognised ; 
and the fundamental contribution of GREY WALTER 
and many others similarly engaged has been to 
demonstrate one or two examples and so to point 
the way to more. The findings in this field indicate 
once again integrative action at work in the nervous 
system. They touch no more directly on the problem 
of the liaison between the physical and psychical 
than does any other physiological inquiry into brain 
function. The time has now come when both philosophy 
and medicine are likely to benefit from a thorough 
and critical consideration by philosophers—especially 
perhaps those of the logical-positivist school—of the 
facts established by £.£.c. and similar investigations. 
The pruning of some of the luxuriant growth of 
pseudophilosophical “ interpretation ” is likely to be 
one valuable outcome. It is perhaps a reflection of 
the fragmentation of our present intellectual life 
that no such detailed critical evaluation has yet been 
made, though the recent broadcast programme on 
the physical basis of mind suggests a beginning. 
Some will find themselves drawn to a monism either 
of mind or matter, but many will be content for the 
moment to agree with SHERRINGTON: “That our 
being should consist of two fundamental elements 
offers, I suppose, no greater inherent improbability 
than that it should rest on one only.” 





Aitiology of Peptic Ulcer 


THEORIES of peptic ulceration inevitably centre 
round two possibilities. The digestive power of the 
gastric contents may be so increased as to corrode 
healthy mucosa; or the mucosa may be damaged 
in one or other of a variety of ways so that it cannot 
resist average concentrations of hydrochloric acid 
and pepsin. Morbid anatomists and animal experi- 
menters often apply Occam’s razor and assume that 
all peptic ulcers are formed by the same mechanism. 
Students of living patients are more cautious, Hyper- 
secretion hypotheses do not explain many anomalies 
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in the age, sex, and site distributions of ulcers; and 
from analogy with other tissues it seems unlikely that 
a mucosal locus minoris resistentie should always 
arise from the same cause. Lately James and 
PICKERING ' have measured the pH of samples with- 
drawn from the stomach every half-hour in the day 
and hourly at night and have demonstrated striking 
differences in the curve of gastric acidity of patients 
with duodenal ulcer and those with gastric ulcer. 
In duodenal ulcer the mean minimum acidity reached 
in the 24 hours was more acid than normal, the 
duration of high acidities (> pH 2) was increased, 
and higher acidities were maintained at night after 
food had left the stomach. In gastric ulcer the 
duration of high acidities (> pH 2) was normal, the 
duration of low acidities (< pH 5-5) was increased, 
and many of the patients showed long periods of 
anacidity at night, due to cessation of gastric secretion. 
The evidence is interpreted as consistent with the 
view that duodenal ulcers are caused by abnormal 
acidity acting for abnormally long periods, but 
inconsistent with the view that gastric ulcers are 
produced in the same way. 

In English and American medicine, the difficulties 
of hypersecretion hypotheses are not so widely known 
as they should be. In German medicine, on the other 
hand, since the VircHow-GuNzBERG controversy of 
1852, probably no "serious research-worker has 
supported the thesis that excess of acid arid ‘pepsin 
is the main cause of the common peptic ulc@r.2“The 
nearest approach to natural hypersecretion is pro- 
duced by sham-feeding an cesophagotomised. dog. 
Maximal amounts of potent vagal secretion can be 
produced in this way, and yet, so long as the animal 
is kept in good general health, neither the duodenal 
nor the gastric mucosa is damaged. In man a 
duodenal ulcer is sometimes associated with vigorous 
acid secretion which persists day and night for weeks 
on end, and which is apparently almost maximal 
since there is little increase after histamine. Serious 
gastric ulcers, however, hardly ever form during 
these phases, and gastrectomy specimens often show 
a healthy mucosa. If a biopsy is done through a 
gastroscope, the resulting acute ulcer tends to heal 
as quickly in a patient with hyperacidity as it does 
in a patient with addisonian anemia and achlor- 
hydria. Further, it is not uncommon for a large 
gastric ulcer to form in a duodenal-ulcer patient after 
the age of forty, when acid secretion is tending to 
fall and possibly the duodenal ulcer is healing. 

There is in fact plenty of animal and clinical evidence 
that large amounts of secretion usually fail to ulcerate 
the stomach, although even small amounts can 
ulcerate the cesophagus and jejunum. The con- 
troversial question is whether excessive amounts of 
secretion will ulcerate healthy human duodenum. In 
this issue, Dr. Dott, Dr. AVERY Jones, and Professor 
Mac.iaGAaNn bring forward evidence that doctors 
now suffering from ulcer-type indigestion produved 
on an average a larger volume of juice than normal in 
response to histamine when they were tested as medical 
students. The results are statistically significant. 
Some wil! not agree, however, that this new evidence 
supports the hypothesis that hypersecretion is a 





1. James, A. H., Pickering, G. W. Olin. Sci. 1949, 8, 181. 
2. For a review of the published work see Ivy, A. C., Cummins, 
G. M., Grossman, M. I. Gastroenterology, 1948, 10, 714. 
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cause rather than a result of ulcer. Two other 
interpretations need to be considered. Some people 
probably develop hypochlorhydria or achlorhydria 
at a fairly early age, and so run little risk of duodenal 
ulceration. Most of these constitutional hypo- 
chlorhydrics will fall in the no-ulcer-type-dyspepsia 
group, and hence its mean secretory response to 
histamine will be abnormally low. In other words, 
the histamine test-meal picks out the group which is 
relatively immune to duodenal ulcer rather than the 
group which is highly susceptible. Then, the physio- 
logical purist may say that hypersecretion indicates an 
unhealthy duodenum. Normal gastric secretion and 
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emptying are controlled by inhibitory impulses from 
the duodenum and small intestine. As on a railway, 
the traffic is controlled by the sector in front saying 
“come,” not by the sector behind saying “ go.” 
The disturbance of function in a young duodenal- 
ulcer patient often affects the entire gut, and there is 
no animal evidence that excess of acid or the presence 
of an ulcer can cause so widespread a disturbance of 
motility. It is equally likely that the primary break- 
down is a failure of entero-gastric and entero-enteric 
inhibition, and that the functional disturbances of 
secretion and motility, together with the periodic 
formation of duodenal ulcers, are secondary. 
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DEOXYCORTONE IN RHEUMATOID ARTHRITIS 


Tue demonstration by Hench that rheumatoid arthritis 
is dramatically improved by ‘ Cortisone’ has led to the 
expected flow of new work. The beneficial results obtained 
with anterior pituitary adrenocorticotropic hormone 
(A.c.T.H.) by Thorn and Bayles! were discussed in these 
columns on Oct. 22 (p. 758). Boland and Headley 2 
have lately confirmed the good effects of cortisone, and 
they suggest that it may be possible to treat less severe 
ceases of rheumatoid arthritis with smaller doses than 
those used by the Mayo Clinic workers, though much 
further work is required before the dosage is properly 
worked out. 

The preliminary communication from Gothenburg 
that we publish this week represents a new approach. 
Lewin and Wassén have found that the intramuscular 
injection of 5 mg. deoxycortone acetate, followed in 
5 minutes by 1 g. of ascorbic acid intravenously, produces 
a nearly complete, though temporary, relief of rheumatic 
symptoms. The effect begins in 5 minutes and reaches 
its maximum in 15-30 minutes, usually persisting for 
2-6 hours, though occasionally for 24 hours or longer : 
repeated treatments have apparently longer-lasting 
effects. Benefit has also been obtained in one case by 
implanting a 100 mg. tablet of deoxycortone subcuta- 
neously and thereafter giving injections of 0-5 g. of ascorbic 
acid every 6-8 hours. If these results are confirmed, 
the discovery will be a great step forward; for deoxy- 
cortone is manufactured synthetically and is relatively 
plentiful, whereas cortisone and A.c.T.H. are both rare 
and likely to remain so. 

From the experimental point of view the beneficial 
effect of deoxycortone is unexpected. Selye, in his 
previous work on the “ alarm reaction,” had found that 
rats treated over long periods with deoxycortone often 
developed an arthritis, and his latest paper* carries 
this a stage further. By injecting formaldehyde near 
the joints of rats he regularly produced an arthritis, 
and the effects of treatment with deoxycortone and 
with cortisone on this arthritis were diametrically 
opposed. If an adrenalectomised rat had been given 
deoxycortone for a period before the injection of formal- 
dehyde, the arthritis was more severe than that in the 
control animal, whereas simultaneous administration of 
cortisone with the deoxycortone prevented the develop- 
ment of any significant arthritis. In the intact rat, the 
injection of A.c.T.H. 25 minutes before the injection of 
formaldehyde protected the rat against the development 
of arthritis, through stimulation of its own adrenals, 
and adrenal stimulation by means of an ‘‘ alarm reaction ”’ 


1. Thorn, G. W., Bayles, T. B. Practitioner, October, 1949, p. 365. 
See also Thorn, G. W., Bayles, T. B., Massell, B. F., Forsham, 
P. H., Hill, 8S. R., Smith, S., Warren, J. E. New Engl. J. Med. 
1949, 241, 529. 
2. Boland, E. W., Headley, N. E. J. Amer. med. Ass. 1949, 
41, 301. 
3. Selye, H. Brit. med. J. Noy. 19, p. 1129. 


produced by various means also inhibited the develop- 
ment of an arthritis after the injection of formaldehyde. 

The adrenal hormones are known to differ widely in 
their actions in other fields : thus deoxycortone has a very 
powerful regulating activity on salt metabolism, whereas 
cortisone has little effect on salt but much on sugar. 
It is therefore not surprising that they have different 
effects on such conditions as arthritis. Spies and Stone * 
have suggested a test for cortisone-like activity by 
observing the fall in eosinophil-counts on the adminis- 
tration of the substance under test; they found that, 
in contrast to A.c.T.H., deoxycortone had no effect at all 
on eosinophil levels, suggesting that it has therefore no 
cortisone-like activity. Lewin and Wassén seem _ to 
have altered its action profoundly by giving it in con- 
junction with ascorbic acid, but much more work will 
be needed before their clinical observations can be 
reconciled with the experimental results of Selye. 

NURSING TO THE LOOKER-ON 

How is the young nurse to be taught the art of social 
gumption? Miss Josephine Brew, LL.D., who is 
education adviser to the National Association of Girls’ 
Clubs and Mixed Clubs, posed and pondered this question 
at a conference on The Tutor in the National Health 
Service, held at the Royal College of Nursing last week. 
It must be done by teaching not only knowledge but 
values, she suggested. If the nurse does not enjoy 
her training, then it is not a perfect training; for it is 
possible for a good teacher to teach any subject as 
though it was the most exciting thing in the world ; 
and for a bad teacher to teach even appreciation of 
films as though it were the most boring. The tutor 
should stretch the imagination of nurses not merely 
until they are never bored, but until they develop zest, 
that matchless quality in life : zest to carry them through 
dull jobs and all the irritations of institutional living. 
Then, Dr. Brew considered, they should be given some 
idea of how the mind works—of how we all rationalise, 
lie, steal (affection, reputation, or opportunity, even 
if we are to be trusted with material things); and how 
we all indulge at times in emotional blackmail: ‘“‘ How 
could you do this when I have such a headache ?” 
or “ I’ve given the best years of my life to you,” (never 
stopping to ask ourselves whether anyone else wanted 
them). It matters less what they are taught than that 
the teacher should give them some vision of greatness. 
If the chief needs of the nurse are knowledge, efficiency, 
and humanity, she said, then the greatest of these is 
humanity, for which the other name is caritas. 

For the tutor who means to kindle her students in 
this way, there are many great names in nursing to set 
before them. It was curious that Mr. G. B. Jeffery, 
director of the University of London Institute of Educa- 
tion, should say earlier in the conference: ‘‘ Young 
nurses are alive and kicking young women. You must 
not take that material and turn it into a nice copy of 
what you may think Florence Nightingale might have 








4, Spies, T. H., Stone, R. E. Lancet, Nov. 12, p. 890. 
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been like if she were living in 1949.’ Surely few young 
women have ever been more alive, or kicked more, 
than Miss Nightingale. But no doubt in another sense 
he was right: a nursing profession composed entirely of 
such dynamic personalities would be decidedly unman- 
ageable. He appealed for better handling of the young 
nurse’s enthusiasm, which though it may at the outset 
be idealistic and shallow can yet be fostered and deepened 
by the right approach, or destroyed by cynicism and 
stupidity. 

Dr. Elizabeth Findlay discussed the possibility of 
establishing a training course for a nursing degree in the 
new University College of North Staffordshire, to be 
opened next year; and Mr. J. W. Bispham, education 
officer at the Institution of Mechanical Engineers, pointed 
out the part the polytechnics might play in bridging the 
gap between school-leaving age and entry to hospital. 
In group discussions later, some problems of promotion 
were debated. It seems that higher qualifications 
count less in nursing than in medicine; the nurse who 
has taken the trouble to prepare herself for promotion 
by seeking appropriate experience and taking addi- 
tional certificates cannot be sure that these things will 
weigh at all with appointing committees—a powerful 
discouragement to zest. 


DRAMAMINE IN RADIATION SICKNESS 


RADIATION sickness is one of the unpleasant features of 
radiotherapy and is fairly common. It may be mild, 
comprising headache, lassitude, anorexia, and nausea 
sufficient to make the patient feel miserable; or it may 
be severe and cause vomiting, diarrhea, and great 
prostration necessitating the interruption or even cessa- 
tion of the course of treatment. The cause is thought to 
be changes in the metabolism of the cells which are most 
sensitive to radiation, for it is most likely to occur during 
the rapid breakdown of a very radiosensitive tumour. 
The incidence is increased when a large volume of tissue 
is irradiated with a high daily dose, and the severity of 
the sickness also varies with the site, being much more 
pronounced when the thorax or abdomen is treated than 
during irradiation of the limbs. Many remedies have 
been tried, but most of them have been only moderately 
successful and their popularity has soon passed. Pyri- 
doxine, a member of the vitamin-B, complex, found in 
liver and yeast, has given the best results so far, though 
it is by no means infallible. This substance not only 
relieves the radiation sickness but also raises the 
leucocyte-count—a valuable effect since radiation often 
depresses the white-cell count. 

Lately Beeler and colleagues at the Mayo Clinic? 
have been giving the new drug, ‘ Dramamine’ ($-dimethy! 
aminoethyl benzohydry] ether 8-chlorotheophyllinate), in 
radiation sickness. This was first used for its anti- 
histamine action and later found to be remarkably 
effective in the prevention and treatment of sea-sickness 
and air-sickness 2 and in controlling vomiting of preg- 
nancy.2 They gave dramamine to 82 patients with 
malignant disease of various kinds while they were under- 
going X-ray treatment. To eliminate the psychic effects 
as far as possible, a control series of 23 patients who 
believed they were having the drug were also observed. 
Radiation sickness was present in all the cases before 
the drug was started. The proportion of apparently 
good or excellent results was much higher in the group 
receiving dramamine (79%) than in the controls (13%). 
The best effect was obtained with 100 mg. of dramamine 
given 1/,-1 hour before treatment and repeated 11/, hours 
after treatment and again 3 hours later, making a total 
of 300 mg. Some patients needed only 200 mg., whereas 
some needed as much as 400 mg. A few of the patients 





i. Boake. J. W., Tillisch, J. H., Popp, W. C. Proc. Mayo Clin. 
1949, 24, 477. 

2. See Leading article, Lancet, 1949, i, 827. 

3. Ibid, Sept. 24, p. 585. 
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had side-effects, such as drowsiness, bad taste, pares- 
thesias, and nausea. Drowsiness was the most unpleasant 
of these, and 3 patients in the series had to give up the 
tablets after 3-4 days of constant sleepiness. In some 
patients whose radiation sickness was causing severe 
nausea and vomiting the results were improved by 
combining the dramamine with pyridoxine intravenously. 

It is difficult to explain the action of dramamine in 
radiation sickness, but i# is probably not due to its anti- 
histamine qualities since other drugs with greater anti- 
histamine effects do not control the sickness, though 
they do relieve vomiting of pregnancy.* It has been 
suggested that it depresses the vomiting reflex, but this 
view. would not explain the relief of malaise, lassitude, 
and prostration, unless these symptoms are secondary te 
the stimulation of the vomiting reflex.. If the results 
are confirmed the drug will be very useful, since it is 
both inexpensive and safe, but unfortunately it is still 
unobtainable in England. 


OBSTETRICAL BRAINS TRUST 

UNDER the title “Any Questions?” a meeting on 
the Brains Trust plan was held at the Royal College 
of Obstetricians and Gynecologists on Nov. 18, and 
the audience evidently enjoyed themselves no less than 
the members of the trust—Sir William Gilliatt, who 
acted as question-master, Prof. W. C..W. Nixon, Miss 
Josephine Barnes, Mr. John Stallworthy, and Mr. 
Humphrey Arthure. The impromptu answers and 
“back-chat,” not to mention Mr. Stallworthy’s 
characteristic reminiscences, kept the proceedings very 
much alive. z 

(1):Does surgical induction have a place in the treatment of 
mild cephalo-pelvic disproportion ?—Mr. Stallworthy di not 
think it had in the case of the primigravida but in others 
he had no objection to employing the Drew-Smythe catheter, 
and if trial labour failed he had no hesitation.in performing 
cesarean section. Mr. Arthure said that mild disproportion 
should be overcome by labour any way, so surgical induction 
was not indicated. 

(2) What steps should be taken to prevent sudden death 
in the first 24 hours of the puerperium in the woman with a 
serious heart lesion ?—Miss Barnes said that the codéperation 
of the cardiologist was essential and she was in favour of not 
allowing the case to go to term; immediate venesection 
should be employed. Professor Nixon extolled the use of a 
tight abdominal binder. 

(3) Is progesterone any use in the treatment of threatened 
abortion ?—Sir William Gilliatt referred to the difficulty of 
reliably estimating pregnanediol in the urine; he himself 
might prescribe progesterone, but its use was somewhat 
empirical and its value problematical. 

(4) What part does cesarean section play in the treatment 
of primary uterine inertia ?—Professor Nixon thought it 
played a very big part and he infinitely preferred it to incision 
of the cervix. He stressed, however, the need for care in the 
diagnosis of inertia. Mr. Stallworthy agreed but did not 
altogether disapprove of incising the cervix when the head 
was already deep in the pelvis; in such cases the cervix 
and lower segment were often very thin and the baby’s head 
well moulded for vaginal delivery, and cervical incision was 
less traumatic than cesarean section. A foetal mortality of 
45% had been quoted following this procedure, but much of 
this was due to poor selection of cases. In his own depart- 
ment recently cervical incision had been performed 8 times 
in suitable cases with 100% success. In the case of occipito- 
posterior position where the head remained high, the mem- 
branes ruptured early, and labour continued to be inert, 
cesarean section might be called for in view of the high 
foetal mortality. Mr. Arthure thought that cesarean section 
should be looked on as a failure of the ordinary methods of 
treatment ; he also drew attention to the value of continuous 
caudal analgesia in a slow painful labour. Sir William 
Gilliatt remarked on the difficulty of accurately labelling 
and assessing a case of -inertia. He regarded the lower 
segment operation as very safe both for the present delivery 
and in relation to pregnancies to come, and he had little 
hesitation in using it in the inert case. 


4. Dougray, T. Brit. med. J. Nov. 12, 1949, p. 1081. 
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(5) A primigravida, at 34 weeks, has had a surgical induction 
for toxemia ten days ago, but is still not in labour ; she is 
draining offensive liquor, her temperature is 100°F, and the 
fetal heart-sounds are still audible: what should be done ?— 
Mr. Arthure said he would have already used further efforts 
to get labour under way ; he might even have used a hydro- 
static bag, or he might already have done a cesarean section. 
As things now are the only course was to operate after pre- 
liminary chemotherapy in order to save the baby. Professor 
Nixon said this was surely a case for extraperitoneal cesarean 
section. He agreed that the case could not be left and the 
threat of eclampsia still hung over the patient. Mr. Stall- 
worthy thought that at 34 weeks there was a fair chance that 
the head would be high anyway and this would make cesarean 
section the wiser course, but if the head was deep in the pelvis 
a bag could be used. He did not care for the extraperitoneal 
operation because he trusted the peritoneum more than the 
pelvic cellular tissue to cope with infection; the technical 
difficulties of the operation often led to accidental opening 
of the peritoneum. This brought a retort from Professor 
Nixon that opening the peritoneum mattered little provided 
that it was recognised before the infected uterus was opened ; 
it could then be simply closed. He quoted the remarkable 
case-mortality of 0-8% in Whittaker’s series of about 300 
cases, 

(6) Can ovulation occur before puberty and can conception 
occur before ovulation ?—-Miss Barnes answered ‘“‘ Yes’”’ to 
the first part and ‘‘ No ”’ to the second. 


(7) What is the best method of emptying the uterus in a case 
of hydatidiform mole ?—Mr. Arthure thought that if spon- 
taneous abortion had already begun it should be allowed to 
continue; but otherwise he favoured abdominal hysterotomy, 
because one could then be more certain of removing the mole 
completely, the risk of subsequent chorion epithelioma was 
reduced, and the perforating type of mole could be recognised 
at operation. The large uterus should certainly be emptied 
by the abdominal route. Professor Nixon favoured 
evacuation from below, and Miss Barnes agreed provided 
uterine activity had first been stimulated by medical induction. 
Sir William Gilliatt recommended laminaria tents for 12-24 
hours followed by evacuation from below. The tents would 
ensure better uterine tone and so reduce hemorrhage during 
evacuation ; this alone was reason enough for not relegating 
them to the museum, For the elderly, hysterectomy was 
the safest course. * 

(8) What is the treatment of imperforate hymen with hamato- 
colpos, heematometra, and heematosalpinx ?—Professor Nixon : 
**Incise the hymen.’’ Miss Barnes: ‘“‘ Excise the hymen.” 
All agreed that there was no case for laparotomy and that the 
need for rigid asepsis was paramount. Sir William Gilliatt 
added that one would not know at the time of operation 
that the tubes were in fact distended with blood, and the 
reckless folly of trying to find out by bimanual examination 
was at least implied. 

(9) What is the treatment of genital tuberculosis, and is 
dilatation and curettage ever justified ?’—Mr. Stallworthy said 
one must distinguish between the cases without physical 
signs, which were discovered during investigations for sterility 
by routine endometrial biopsy, and those with obvious 
clinical pelvic disease; he had yet to see a case of the 
latter that had been cured without radical surgery or had 
subsequently become pregnant. Streptomycin might alter 
this outlook and initial results seemed encouraging. Curettage, 
though it involved a risk of spreading infection, might be 
necessary before the pelvic tuberculosis could be diagnosed 
in the first place, and endometrial biopsy could easily miss 
the tubercle. Miss Barnes had treated a few cases with 
streptomycin. Such cases must be very carefully controlled 
and patients with associated pulmonary or renal lesions 
should be excluded. Results were not likely to be con- 
clusive for many years, Cases without large masses in the 
pelvis did best. Professor Nixon said that X-ray therapy 
should be considered. 

(10) What method of induction is safe to prevent a case 
booked for trial labour from becoming postmature /-—-Mr. Arthure 
eschewed surgical induction if trial labour was contemplated 
but had no objection to medical induction. Miss Barnes 
would not even use pituitary extracts in such an induction 
because of the risk of uterine rupture—in fact, she did not use 
induction in trial labour at all and preferred to stand by her 
original decision. Sir William Gilliatt said that trial labour 


must be spontaneous and not induced labour, and that the 
use of pituitary extracts increased the foetal mortality. 
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(11) When should it be considered that trial labour has failed ? 
—AMiss Barnes thought a decision should be reached whether 
to allow labour to continue by examining the patient after 
24 hours of real labour or after the membranes had been 
ruptured for 4 hours. The question of failure could not be 
considered, however, while the membranes remained intact. 
Mr. Arthure disliked the setting of arbitrary time-limits ; 
a trial labour had failed only if progress ceased, and progress 
had to be estimated by vaginal examination. Professor 
Nixon said that failure often occurred long before full dilata- 
tion ; foetal distress was in itself an indication for intervening. 
Mr. Stallworthy pointed out that progress was not only 
indicated by descent of the presenting part but also by 
progressive dilatation of the cervix. 

Sir William Gilliatt’s closing remark, that further 
meetings of this sort were likely to be as profitable and 
as entertaining, was applauded. 


DRINK 


Rats, pigs, monkeys, and other animals readily develop 
a taste for alcohol; about the only exception is the 
cat, which, given the choice of milk or milk and brandy, 
will take the latter only when its hair is standing on 
end. Dr. J. Y. Dent told this to the Hunterian Society 
last Monday in speaking for a motion “‘ that alcohol has 
contributed more to the happiness than the misery of 
mankind ’”’; and he went on to advise that man should 
drink like the cat. He divided mankind into four 
groups: alcohol addicts, those who drink to excess, the 
temperate, and abstainers. Addicts (who in the U.S.A. 
number about 6% of drinkers) can never hope to take 
alcohol temperately: for them the only way is life- 
long abstinence. Often these are intelligent and able 
people, eager to be cured; and they should not be 
confused with the self-indulgent drunkard of the sort 
that ‘‘insists on going to the dogs,”’ and for whom the 
only cure is penury. Paragons are sometimes uncom- 
fortable people to live with; and those who drink to 
excess at least have a proper humility. To the temperate, 
alcohol makes friends seem more friendly and enemies 
less hostile. Even the abstainer may derive satisfaction 
from alcohol through a sense of superiority—a “‘ soul’s 
unction ”’ denied to those who drink. 

As a psychiatrist Dr. Desmond Curran was able to 
show that alcohol is an increasingly rare cause of mental 
breakdown. He enjoys seeing alcoholics; they are 
engagingly shameless and their condition is often 
amenable to treatment. In drink they get what they 
deserve ; he has seen a man witb a robustly cheerful 
personality laugh at the snakes in his bath. Many 
articles, he said, bave been written on alcohol as a 
cause of mental illness. Can it also prevent it? He 
believes that it can. He observed during his war- 
time experience in the Navy that mental breakdown 
was much less common under the stress of service at 
sea than on shore. By analogy, might alcohol not 
have a place in ensuring a smooth transition from the 
trials of a day’s work to the comparative calm of the 
home ? 

The motion was opposed with skilled advocacy by 
Dr. Henry Yellowlees and Mr. Archibald Crawford, x.c. 
Dr. Yellowlees conceded that the expectation of life 
for moderate drinkers was greater than for abstainers ; 
that it could afford dutch courage; enable the shy to 
speak ; possibly assist the creative worker; and pro- 
mote conviviality. But how many “ jolly good fellows ”’ 
were needed to balance the suffering caused through one 
child being run over by a drunken motorist ? The motion 
before the meeting could not be answered in terms of 
logic and should therefore be rejected. To the question 
whether alcohol had greater potentialities for good or 
for evil, intelligent people could give only one answer. 

The discussion revealed general recognition that 
alcohol is no longer the pressing social problem that it 
was. More than one speaker spoke, perhaps a little 
wistfully, of the days when gin was.3d. a glass; but the 
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waning of alcoholism was ascribed not only to the grow- 
ing cost but to improved social conditions, the restrictive 
licensing laws, the advent of cinemas and radio, and the 


changed attitude to heavy drinking. Froma large gather- 
ing not a single convinced teetotaller emerged to express 
his viewpoint. Nevertheless the motion was rejected. 


DENTAL DRILL OR HIGH-PRESSURE JET? 


THE faint purr of the electric motor on the dental 
drill ig enough to make cowards of most of us, and when 
that faint purr is transmuted into a shattering vibration 
in our mouths our terror is complete. Why this should 
be so it is hard to say. The vibration and the noise are 
admittedly unpleasant, but in skilled hands and with 
modern technique drilling is not invariably, or even 
necessarily, painful. It is perhaps more the feeling of 
helplessness and the fear of that little something extra 
which may at any moment spring on us that bring 
sweat to the brows of the strongest. Local anesthetics are 
used to a considerable extent to allay these fears. Their 
use is, however, somewhat dangerous in the hands of 
the unwary, since too much live tissue can easily be cut 
away, giving rise to later.irritation of the pulp with the 
possibility of further unpleasant sequela. Their use too 
involves some pain, since even when the needle is inserted 
through an area of locally cocainised gum its entry is 
at least unpleasant. The numbing of pain by cold has 
been utilised in various techniques, such as allowing a 
fine jet of cold water, ethyl chloride, or other chilling 
agent to impinge on the tooth while the drilling is in 
progress. None of these manceuvres has proved wholly 
successful. Now from the United States, home of inven- 
tions both credible and incredible, comes news of a new 
device in which a jet of carbon dioxide carrying fine 
particles of abrasive aluminium oxide is directed at the 
tooth and the abrasive dusts are sucked up by a vacuum 
pipe. The nozzle of the jet is only 1/18,000th of an inch 
in diameter but the pressure behind the jet is 75 lb. per 
square inch. For long we have been brought up to 
believe that pain in the dentine is caused, among other 
things, by pressure, and certain it is that the pressure 
even of a probe on sensitive dentine is decidedly unplea- 
sant. What happens when particles launched with 75 lb. 
per square inch behind them hit this sensitive dentine 
we are not told. We can only hope that this invention 
proves less fearsome in practice than it sounds. 


CHLOROMYCETIN IN TYPHOID FEVER 


Untit the introduction of chloramphenicol (‘ Chloro- 
mycetin ’) there was no satisfactory chemotherapeutic 
agent for typhoid fever. Some of the sulphonamides 
were reported to protect mice infected with lethal doses 
of S. typhi; and the less soluble sulphonamides, such as 
sulphaguanidine and succinylsulphathiazole, are reputed 
to relieve the abdominal symptoms, though the evidence 
has never been very convincing. In high concentrations 
penicillin and streptomycin inhibit S. typhi, but they do 
not clearly alter the course of the disease. 

Initial studies on the antibiotic, chloramphenicol, 
showed that it had a wide antibacterial spectrum and 
was particulary active against rickettsial and gram- 
negative bacterial infections, including those produced 
by members of the salmonella group. The original 
report of Smadel and his co-workers! on the beneficial 
effect of chloramphenicol on typhoid fever in Malaya was 
followed by that of Woodward and his colleagues.* 
Favourable reports have been published in this country 
by Murgatroyd, & Bradley,* Lomax,® Douglas, 6 and 


‘ Smadel, rh E., Ww oodward, T. B., Ley, H. L. ey h Philip, C. B., 
Traub, | "Lewthwaite, ; Savoor, S. R.° Science, 1948, 
108, 160. 

2. Woodward, T. E., Smadel, J. E., Ley, H. L. ms 
Mankikar, D.S. Ann. intern. Med. 1948, 29, 131 
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Patel et al’; in the U.S.A. by Foster and Condon.® 
These reports deal, however, only with isolated cases or 
small noncontrolled groups; and so the results, though 
usually impressive, have had to be interpreted cautiously. 
The virulence of strains of S. typhi varies widely ; 
in some outbreaks the illness is severe and the mortality 
high, while in others it is mild and runs a relatively 
benign course. Moreover, in assessing results the effect 
of previous inoculation bas also to be borne in mind. 
With the synthesis of chloramphenicol early this year 
in the Detroit laboratories of Parke, Davis & Co. and 
the consequent improvement in supplies, it has been 
possible to treat larger groups. Woodward,® of Balti- 


more, has now treated 21 cases in which the diagnosis 
was confirmed by blood-culture. The patients were 


treated in the active phase of the disease, the course of 
which was followed by observations on the clinical condi- 
tion, the duration of fever, and repeated blood, stool, 
and urine cultures. By the 3rd day clinical improvement 
was apparent, with relief of headache, cough, and 
delirium, and disappearance of rose spots; the average 
duration of fever from the start of treatment was 31/, 
days. Nevertheless, some patients continued to harbour 
the typhoid organism and relapses ensued if the+ drug 
was given for less than 8 days. 

In this issue Cook and Marmion describe the results 


obtained with chloramphenicol in 14 cases treated 
in the British Military Hospital at Fayid, Egypt. 
Fever began to abate within 24 hours, and had 


usually disappeared within 5 days; the mental state 
cleared, toxic symptoms began to disappear, and the 
appetite returned within 4-6 days. At whatever stage 
it was given, chloramphenicol seemed to arrest the 
disease; but Cook and Marmion, like Woodward, 
remark that intestinal hemorrhage and _ perforation 
may still occur. There were no deaths in the 14 treated 
cases, and 1 death among the 11 untreated; but the 
results are actually better than this suggests, because all 
the seriously ill patients received chloramphenicol. 
Confirmation of these observations comes from Conti 
and his colleagues,!® in Italy. In their series of 63 
cases there were 4 deaths, 3 of which were attributed to 
treatment being started too late; and there were 9 
relapses. 

Chloramphenicol is undoubtedly the best chemo- 
therapeutic agent that we have for typhoid. Very few 
toxic effects have been observed, and it does not appear 
to produce resistant strains. The one drawback is that it 
does not always sterilise the gut, so that relapse may 
follow and carriers may still transmit the disease ; but 
this may be a question of dosage. Further trials are 
needed with larger doses given over longer periods, but 
shortage of the drug is still a limiting factor. 


THE MINISTRY OF HEALTH 

Sir WILSON JAMESON, G.B.E., F.R.C.P., K.H.P., chief 
medical officer of the Ministry of Health and of the 
Ministry of Education, is retiring from the public service 
on reaching the age limit on May 11, 1950. He has 
been chief medical officer since Nov. 12, 1940. The 
Minister of Health and the Minister of Education have 
appointed Dr. JouHN ALEXANDER CHARLES, F.R.C.P., 
K.H.P., a deputy chief medical officer in the Ministry of 
Health, to the joint post thus to be vacated next May. 
Dr. GEORGE EDWARD GODBER, F.R.C.P., will be deputy 
to the chief medical officer in succession to Dr. Charles. 


THE Royal College of Obstetrici: ians ns and Gynecologists 
has launched an appeal for £400,000, of which £350,000 
is required for research, building, and general funds and 





£50,000 for a travelling professorship. Since 1929 
— and members have contributed £70,000. 
7. Patel, J. C., Banker, D. D., Modi, C.J. Brit. med. J. Oct: 22, 
p. 908. 


8. Foster, W. D., Condon, R. J. J. 
9. Woodward, T. E. Ann. intern. 
10. Conti, F., 
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Special Articles 


THE ROYAL FACULTY OF PHYSICIANS AND 
SURGEONS OF GLASGOW 
1599-1949 


A. K. Bowman 
M.B. Glasg. 


SENIOR ADMINISTRATION MEDICAL OFFICER, WESTERN 
REGIONAL HOSPITAL BOARD 


ALTHOUGH insignificant upon the scale of geological 
time, 350 years is sufficient to invest an institution with 
a venerable quality. The Royal Faculty of Physicians 
and Surgeons of Glasgow may accordingly be placed 
in the dignified category, hitherto occupied, so far as 
Glasgow is concerned, by the Cathedral and the 
University. 

The Royal Faculty was established in November, 
1599, and through its origin it occupies a unique position 
among those bodies in the United Kingdom which are 
entitled to grant a registrable qualification to practise 
within the profession of medicine. It was founded in a 
great period of British history by James VI, some three 
years before his succession to the English throne ; and 
the charter of foundation executed by the King was 
secured by the exertions of Mr. Peter Lowe, who was 
perhaps the most distinguished surgeon of his time in 
this country. Lowe was a master of arts, probably of 
the University of Orleans; and he describes himself 
also as a doctor in the Facultie of Chirurgerie in Paris. 
The latter was the title claimed by members of the 
College of Sworn Master Surgeons of Paris, known as 
Surgeons of the Long Robe to distinguish them from the 
barber-surgeons, the lesser Surgeons of the Short Robe. 
His association with this college, which was established 
in 1216, was of importance to the Glasgow Faculty, for 
in the original charter of the latter, no provision was made 
for the admission of the barber-surgeons; and it is 
further proper to assume that Peter Lowe possessed a 
just appreciation of the standard of practice which was 
to be regarded alike as the aim of the profession and the 
right of the patient. 

Lowe himself certainly had taken his responsibility 
seriously. During a residence of some 30 years on the 
Continent he had seen much service with the French 
armies in the field in France, Flanders, and elsewhere, 
and had been rewarded with the appointment of 
Ordinary Chyrurgion te the “French King and 
Navarre”’—that is Henry IV. In the last decade 
of the 16th century he returned to Britain and 
ultimately he settled in Scotland. In 1596 he pub- 
lished in London his Spanish Sickness, a work on 
syphilis, and in the following year The Whole Course 
of Chirurgerie appeared. 

In 1598 he became a salaried or pensioned surgeon 
in Glasgow, which at that time was a small cathedral 
and university city of some 7000 inhabitants—a 
place of less wealth and moment than perhaps some 
other ten towns in Scotland. The number of surgical 
practitioners was about half a dozen, and there was 
one physician. None of these practised obstetrics, 
which was in the hands of two midwives who were 
answerable to the kirk session ; and the conditions of 
medical practice as a whole were so deplorable that 
Lowe’s soul was revolted. It is significant that 
shortly after his arrival in the city, where he married 
the daughter of a Presbyterian minister, the Church 
represented to the town council and the university 
that some action was urgently necessary to inquire 
into the professional fitness of all practitioners of 
medicine ; and with the assistance, no doubt, of 
the Church and of the civic fathers Lowe made 
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made strong representations to the Scottish Court 
for the foundation of a responsible body with super- 
visory powers over medical education and _ practice. 
The result was the charter to which reference has already 
been made. 

POWERS GRANTED TO THE FACULTY 

After a preamble which touched upon the abuses to 
which the practice of medicine was subject, the charter 
conferred upon ‘‘ Maister Peter Lowe, our Chirurgiane 
and Chief Chirurgiane to oure dearest son, the Prince 
(Henry, the heir apparent who died in 1612) with the 
assistance of Mr. Robert Hamiltoune, Professoure of 
Medicine (that is physician) . . . full power to call... 
before thame . . . all personis professing or using the said 
airt of Chirurgie.” 

The bounds of the jurisdiction of these officers of the 
faculty were wide and comprehended not only the city 
of Glasgow itself but a territory which included the 
county areas of Lanark, Ayr, Renfrew, and Dunbarton. 
The powers conferred upon the faculty were also wide. 
In addition to a tutorial function, the faculty was made 
responsible for the examination and licensing ‘‘ according 
to the art and knowledge they should be found worthy to 
exercise ’’ of all those who professed the practice of 
surgery ; and it was also authorised to prohibit practice 
beyond the scope of the licences thus granted. Infringe- 
ment of these orders and dispensations became penal 
offences punishable by fine, seizure of property, or 
imprisonment. It was further an obligation on the officers 
of the faculty to visit everyone hurt, murdered, poisoned, 
or ‘‘ Onie other persoun tane awa extraordinarily ” ; and 
with the codpted assistance of Mr. William Spang, an 
apothecary, to control the sale of drugs and to prohibit 
the sale of unfamiliar medicaments and of poisons except 
by apothecaries charged to ‘“‘ take caution of the pur- 
chasers.” There was thus an enlightened foreshadowing 
of the Dangerous Drugs Acts of the present day, although 
it must be admitted that the faculty of the early 17th 
century was more concerned with the adequateness of 
supply rather than with the purity, suitability, or 
strength of what they supplied. 

THE FIRST UNIVERSITY CHAIR 

Although the University of Glasgow had been estab- 
lished in the year 1451, and is now approaching the 
period of its quinquennium, there was in Lowe’s time no 





Fig. |—Second hall of the faculty in St. Enoch’s Square, built in 1797. 
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examinations to assess their professional progress during 
their apprenticeship and at the end of their pupilage. 
The faculty did not, however, assume the functions of a 
medical school in the true sense of the word. It was not 
a teaching body; but for more than two centuries it 
retained control of the licensing of practitioners and 
surgical apprentices. Even after medicine and surgery 


en. fe ae a 


x WHOLE GOVRSE 













ax Chirurgerie, whtrein is briefey 3 See had been recognised as subjects of individual study and 
eG Jowne the Caule, S: ee 2 6 examination in the university, the faculty obtained 
SRE. Carations of all farts ES decision from the Court of Session that without examina- 
ota ¥ eon Fradlares, Diflocations i 5o0 tion and licence the holder of a university degree was 
" eee ek not entitled to practise surgery within the confines of 

v= pies ours in Row, its prescribed territory. This decision of the Scottish 

any , So Courts was grudgingly confirmed by the House of Lords 
aA Compiled by Peter Lene Scotchman, Arcllian, aa in 1840. The situation was, of course, changed by the 


we Dotter in the Facutre of Chernrgerse in 





Za 
nt PARIS, and Chi ord : 
a eee =| 
4 ao King of Fraunee aod ae 
Re 2 Nanas, - 
ae ys) 
A WHEREVNTO IS ANNEXED THE fasion 
> See ¢ Prefages of Deaine lhppocsaces. Ws 
ry-on ers 
PEI . em 
<A" —» > 
F< BS 
IS BK 
; ay 
eS LONDON. . oes 
roe Primed by Thomas ‘Purfoor. DEK 
: 1 ' % 
< ¢ : 597 ms 

Last Seat IQeks 
he ort Fy Se 
AON Agi op. - ety 





Fig. 2—Title-page of Lowe’s great work from the copy in the library 
of the faculty. 


medical faculty there. It may be that the existence of 
the Faculty of Physicians and Surgeons retarded develop- 
ment in this direction. The first halting step was taken 
by the university in 1637, when Mr. Robert Mayne was 
appointed professor of medicine. He did not, however, 
receive much encouragement to teach, for in 1642 the 
visitation from the General Assembly of the Church of 
Scotland declared that the profession of medicine was 
‘not necessary for the college in all time coming.” 
Mayne was, however, granted leave to continue in his 
occupancy of the chair during his lifetime. In 1646, 
after his death, the university faculty of medicine ceased, 
for the time being, to exist. 

The system of laissez-faire was maintained until 
the beginning of the 18th century, when one of those 
small incidents occurred which are far reaching in their 
effects. In the year 1703 a student of medicine from 
England applied to the university for examination for 
the degree of doctor of medicine. Since there was no 
professor of medicine the problem confronting the 
academic authorities was serious. The solution was, 
however, found in the fact that Robert Sinclair, the 
professor of mathematics, was by chance a doctor of 
medicine; and it was resolved that he should be 
appointed pro hac vice as professor-extraordinary of 
medicine. For the purposes of examination two other 
local practitioners, graduates of the University of 
Leyden, were associated with him as assessors. The 
student was duly examined, adjudged qualified, and 
admitted to a degree. Eleven years afterwards, in 1714, 
the university faculty of medicine came formally into 
being. 

THE FACULTY AS A LICENSING BODY 


It is, therefore, clear that the earliest medical teaching 
in Glasgow was given directly under the auspices of the 
Faculty of Physicians and Surgeons. It was indeed one 
of the duties of the president to give systematic instruc- 
tion to the apprentices of the surgeons, with regular 








medical legislation of 1858, and since then many of the 
original powers have naturally been in abeyance. 

At the present time the Royal Faculty, as it became in 
1909 through the regal gesture of King Edward VII, is 
entitled to give a registrable qualification in conjunction, 
chiefly, with the Royal Colleges of Physicians and 
Surgeons of Edinburgh; and it also grants diplomas 
inter alia in public health and dentistry. The fellowship 
is granted by election, after examination, to licentiates 
and medical graduates of universities. Thus in Glasgow 
the two great branches of the profession have, since the 
earliest days, been associated in one corporation. The 
practice of the Royal Faculty has here differed con- 
sistently from that which has prevailed in London, Edin- 
burgh, and Dublin ; and as an earnest of the unity of the 
proféssion offers a useful and important object lesson. 


PAST MASTERS 


It is at once a natural impulse and, in some measure, 
a moral obligation to venerate the memory of great men. 
Many such have been members of the Glasgow faculty, 
and in honouring them honour must be done to the 
faculty itself. The soundness of the whole depends upon 
the worthiness of the component parts, and no doubt 
the cloud of witnesses whose names appear as testimony 
upon the roll of fellows and who have added grace, 
strength, and dignity to the faculty will be remembered’ 
during the celebration of the 350th anniversary which 
is about to take place. Among them, William Cullen, 
William Smellie, and William Hunter, from a triumvirate 
in which the name of William seems to have possessed 
peculiar virtue. 

It is true that William Hunter was neither a member nor a 
fellow of the faculty. He was apprenticed to Cullen when the 
latter wasi n practice in Hamilton, but Cullen was apparently 
at that time an unlicensed practitioner and consequently 
Hunter’s name does not appear upon the records of the 
faculty even as an apprentice. Legally, however, he should 
have been so registered ; and, in any case, his close association 
with the Glasgow school and his bequest to the university of 
the Hunterian Museum would seem to make it quite proper 
to include his name with the others which are mentioned here. 

William Smellie, «-ho was a practitioner in Lanark, went to 
London and to Paris in search of enlightened teaching on 
midwifery ; but finding none he settled down im London and 
made himself the teacher. As the leading obstetrician of his 
time in Britain on the practical side, his work must be associ- 
ated with that of William Hunter on the scientific side ; and, 
by the combination of their efforts, the fellow of the faculty 
and his associate elevated midwifery from what was at best 
a handicraft to the position of a science. 

Of William Cullen it may certainly be said that he laid the 
foundation of the Glasgow medical school; and it. may 
probably also be said that he was the actual founder of modern 
medicine and the initiator of clinical teaching. The greatest of 
his pupils were William Hunter, through whom his influence 
passed vicariously to John Hunter; and Joseph Black who, 
as professor of medicine in Glasgow, initiated the doctrine of 
latent heat, a discovery which was fraught with such signifi- 
cance for science and for mankind that at the present day the 
world trembles at the fearful possibilities which have developed 
from the mechanisms to which his thought gave birth. 
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From this concurrence of notable minds an interesting 
succession was begun. Cullen taught Joseph Black ; 
Black taught Thomas Thomson; Thomson, when 
professor of chemistry, taught Thomas Graham, after- 
wards Master of the Mint and for some time professor 
of chemistry in Anderson’s College ; Graham, in Univer- 
sity College, London, had as a pupil Joseph Lister. Thus, 
after a lengthy interval, the founder of modern medicine 
was linked with the founder of modern surgery. All 
these men belonged to the Glasgow school, and their 
names, moreover, are all inscribed upon the roll of the 
Royal Faculty of Physicians and Surgeons. 

When to these few representative names are added 
those of Allen Thomson, the anatomist ; David Living- 
stone, the missionary explorer; William Tennant 
Gairdner, the physician and naturalist whose influence in 
the development of scientific medicine and of public 
health was so profound; and William Macewen whose 
mind lightened so much darkness and whose hand 
steered into the uncharted depths of cerebrospinal 
surgery—when we think of these names the greatness 
of Peter Lowe’s accomplishment becomes apparent. 
The closing words of his epitaph, engraved upon his tomb- 
stone in the churchyard of Glasgow Cathedral, speak of 
humility and mortality ; but while they describe the 
temporal quality of the things of the body, they throw 
into high mental relief the eternal nature of the things 
of the spirit : 

Ah Me I Gravell Am And Dust 

And To The Grave Deshend I Most 

O Painted Piece of Liveing Clay 

Man Be Not Proud of Thy Short Day 
With these thoughts in mind, there will be many who will 
wish continued God-speed to the Royal Faculty. 





FELLOWSHIP FOR FREEDOM IN MEDICINE 
OUTLINE OF POLICY 


Av the first annual meeting of the Fellowship for 
Freedom in Medicine, held in London on Nov. 19, Lord 
Horpber, the chairman, announced that the membership 
was now 2940; in the last nine months an average of 
25 new members had joined each week. He often met 
colleagues ‘‘ at street corners—well, let us say, in nursing- 
homes—who wish good luck to the fellowship’’; and, 
obviously there were many who, though they sympathised 
with its aims, had not joined. Cheques have been sent 
by American colleagues as expressions of good will. 

Lord Horder reaffirmed his hope that through the 
fellowship the medical profession might achieve unity, 
without which there was no hope of retaining autonomy. 
The British Medical Association had provided no shield 
against State domination. Far from closing the ranks 
of the profession to present such a shield, it had dissipated 
its strength by forming three autonomous bodies that 
negotiated direct with the Ministry, and by setting 
up a ghost of itself, called the Guild, in the probably 
vain hope that an action would not lie against it that 
might lie against the association itself. At what point 
should the fellowship step in? ‘‘ This pusillanimity in 
the leadership of the profession is not getting us 
anywhere. ‘Time is pressing: things are happening.” 


POSSIBLE AMENDMENTS 

Members were invited to comment on possible amend- 
ments to the National Health Service Act suggested 
by a subcommittee of the executive. In presenting the 
subcommittee’s report, Dr. A. C. E. BREAcu, its chairman, 
explained that the fellowship’s aim was an entirely new 
amending Bill. 

Preservation of Private Practice.—The report suggests that 
every citizen should have the choice between (a) remaining 
in the N.H.S. but receiving a grant-in-aid from the State 
if electing to occupy a private bed in a hospital or nursing- 
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home, the grant being based upon the statistical cost of a 
bed in a public hospital ward which could otherwise have 
been occupied, and coupled with this the free provision of 
drugs and certain agreed appliances ; and (b) opting out of the 
service altogether and receiving a refund from the State, 
based on the pro-rata cost of the service, to enable the 
individual to make a private contract for his medical needs. 
“To a very large section of the population,” says the report, 
“the enforced contribution bulks too large to be ignored, 
and they feel themselves compelled to take advantage of the 
facilities offered by the State in return.” 

‘““ Under present conditions, the cost of the Service will 
rise in that the State will be paying a grant-in-aid to Mr. Jones 
in a nursing-home at the same time as Mr. Jones’s bed in the 
public ward is occupied by Mr. Smith, who would otherwise 
have been awaiting admission; but this is a far less costly 
and more immediately practical way of reducing the waiting- 
lists than a corresponding extension of the hospital services 
would entail.” 

“We are exploring the possibility of a plan whereby the 
sum the Government could reasonably be expected to return 
annually should be used to cover the premium required for a 
comprehensive sickness insurance on a private basis.” 

Ownership of Goodwill.—‘* We recognise that a large number 
of doctors do not now wish to recover this, but we believe 
that the right to do so is essential to freedom. We recom- 
mend that the Act be so amended as to give doctors, both now 
and in the future, the option to recover the ownership, or 
to build up anew the goodwill of their practices, both private 
and State. This would involve repayment of any compensa- 
tion already received, and the restoration of the right to 
buy and sell.” 

Dr. Breacn observed that the Medical Practices 
Committee, properly constituted, should be a safeguard ; 
but every member was appointed by the Minister, and 
lately its actions had shown to what a large extent it 
was controlled by him. 

Dr. J. L. McCaivm testified that in London it was 
now impossible for a young doctor to enter general 
practice “except as a chronic assistant or perhaps by 
some black-market deal in house-ownership.” Talk 
of the burden of debt under the old system of purchase 
was nonsense ; and young doctors were now much worse 
off, even with the basic salary. Dr. J. A. Moysk added 
that in his area 104 applications had been received for 
a single practice vacancy. : 

Medical Education.—‘‘ Appointments to the boards of 
governors of teaching hospitals must be free from the risk of 
political patronage, and the boards guaranteed complete 
autonomy in the exercise of their academic functions.” 

Powers of the Minister—The report recommends the 
adoption of the method of constituting local executive 
councils as a pattern for all other administrative committees, 
the relevant interests being directly represented. The 
Minister’s powers are divided into three classes: (1) those 
that are admittedly essential; (2) those that are free from 
objection only if proper facilities for arbitration exist; and 
(3) those that are entirely objectionable. Under the last 
two headings a number of specific changes in the Act are 
proposed ; and the report urges that a standing arbitration 
authority should be set up to settle all matters in connexion 
with the service where agreement is not reached, and to 
order the payment of compensation where individual rights 
are violated. Furthermore, the exercise of powers of com- 
pulsory acquisition of land, hospitals, nursing-homes, and 
houses of professional men should be made subject to appeal 
to the law-courts. 

Members agreed to a resolution by Dr. C. P. WALLACE 
that a court of arbitration should be set up at once 
““in view of the Minister’s reply to the general practi- 
tioners’ demand for adequate remuneration.” Dr. 

H. H. D. SUTHERLAND, a member of the General Medical 
Services Committee, hoped that no-one would take the 
Minister’s letter as the final word. ‘‘ We were expecting 
something like this’ ; and pressure would be continued. 

Professional Secrecy—More stringent safeguards are 
needed. 

Penalties.—The report claims drastic amendment of the 
penal clauses ; the right to appeal to the courts from decisions 

of the tribunal; and the right to attach a moderate value 
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to the medical association of a doctor’s isa on ct. Ae The 
restoration of this right would provide an inducement to the 
retiring doctor to sell the house to his successor and would 
avoid the grave inconvenience caused when the only suitable 
house for practice is sold in the open market before the 
successor has been appointed.” 

Dr. J. A. Gorsky pointed out that complaints must 
be reported by executive councils to what purported 
to be an independent tribunal; this was not a judicial 
but an administrative tribunal, and thus it was not bound 
to give the reasons for its decisions. Under section 42 
of the Act, not only the executive council but any other 
person might take his complaint direct to the tribunal. 
This other person might be the Minister of National 
Insurance if he thought that his regulations had been 
transgressed by a practitioner ; and such a position was 
intolerable. The two aims must be to replace the 
administrative by a judicial tribunal, and to get rid of 
the ‘‘ other person.” 

Hospital Medical Staff Committees——These should be 
statutorily recognised as advisory bodies with the right 
to tender advice direct to boards of governors and hospital 
management committees. 

Remuneration.—The main principles in the assessment of 
remuneration should be laid down in the Act. Full-time 
consultants should have predetermined salaries, and part- 
time consultants should be given every encouragement to 
develop private practice. As to general practitioners, the 
recommendation that smaller lists should carry a higher 
capitation fee is accepted. 

Answering a question whether the grading committees 
could not be dispensed with, Dr. E. WARNER, the 
fellowship’s hon. secretary, observed that the formation 
of these committees had been advised by the Spens 
Committee, whose recommendations the profession had 
accepted. There was, however, a serious lack of uni- 
formity in grading; and the grade of senior hospital 
medical officer was being used to save the Treasury 
money, and to degrade men who had for years been 
accepted by their colleagues as specialists. The Minister 
was being urged to set up a central appeal mechanism, 
which would go a long way towards rectifying injustices. 

The proposed distinction awards were described by 
Mr. REGINALD PAYNE as “ the biggest piece of academic 
tomfoolery sponsored by the colleges.” It was a terrible 
thing for the president of the Royal College of Physicians 
to be paid by the State. The profession had looked to 
the colleges for moral leadership ; but the chance had 
been neglected. The colleges had lost the respect of the 
public and the profession ; and the proper place for them 
was in the Ministry of Health. 

Dr. Gorsky said that because of the word ‘‘ autonomy ” 
the profession was in a mess. At this juncture the 
B.M.A. was powerless to do anything about the general 
practitioner’s pay, because the demand had been made 
by the General Medical Services Committee. In devis- 
ing arbitration mechanism, care would be needed with 
regard to autonomy; for the Minister might play off 
one body against another. ‘‘ Where are we going with 
autonomy ? To blazes.” 

The report contains further sections recommending that 
patients should pay a small fixed charge for each item of 
service rendered by a general practitioner; and that the 
owners of radiological and similar practices should be com- 
pensated for the loss of the right to sell them., The committee 
has also considered the vesting of hospital ownership in 
a body consistituted on a national basis. 

The report is to be studied by the executive body who 
will determine which sections should be incorporated 
in a further amending Bill. 


FURTHER BUSINESS 
Members agreed that medical students should be 
admitted as associate members; and the advisability 
of electing laymen to associate membership is being 
studied. 
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GENERAL PRACTITIONERS’ REMUNERATION 

THE following letter, to which we referred briefly last 
week, has been received by Dr. Charles Hill, secretary 
of the British Medical Association, from Sir William 
Douglas, permanent secretary to the Ministry of Health : 
Dear Dr. Hill, 

On October 31 you sent me two resolutions passed 
at your Annual Conference, the second of which dealt 
with the question of calculating the total amount of the 
central ‘‘ pool’? used in the remuneration of general 
practitioners. You suggested that this question need 
not await any revision of the more detailed Tables 
dealing with the distribution of this pool, and other 
income, among the general practitioners. 

I agree that we have now sufficient information to 
determine the adequacy of the total remuneration which 
is going to practitioners taking part in the National 
Health Service, and I think it may be useful if I set 
out in the following paragraphs what I think are the 
salient facts. 

(1) Before the war there were about 17,900 principals in 
general practice whose total income from practice was 
£28-14 million, of which £11-35 million was for practice 
expenses and £16-79 million was net income. The Spens 
Committee thought that the net remuneration before the 
war was too low, and their recommendations would have 
meant that the total pre-war remuneration should have been : 


. £m. 
Net income Py? ne ae a wi 19-89 
Practice expenses - es ae + 11-35 

Gross income ue % 31-24 


(2) The initial central “‘ pool ” for the new National Health 
Service was arrived at by assuming: (a) that practice 
expenses had increased by 55%; (b) that there should be 
a betterment factor of 20% on net incomes ; (c) that‘account 
should bé taken of the increase of population of 3%, The 
new “ pool,” therefore, was : 


£m. 
Net income (£19:89 m. + 20%) e¢ 23-87 
Practice expenses (£11:35 m. + 55%) 17-59 
41 46 
Plus 3%.. 1-24 
42-70 


This, however, was for the whole population. It was agreed 
that 95% of the population should be regarded as possible 
Health Service patients, so that the total “ pool” was 95% 
of £42-70 m., or £40:-57m. This was estimated to be equivalent 
to 18s. per head of the 95% of the population. 


(3) Although the ‘‘ pool” was so calculated as, by itself, 
to give a betterment factor of 20% on net incomes, other 
sources of income under the scheme were made available 
which substantially increased the real betterment factor. 
Inasmuch as all practice expenses were attached to the 
** pool,”’ these additional moneys represent net income, 


(4) The actual sums of money available for the financial 
year 1949-50 are now estimated to be approximately : 


£m. 

(a) The central “‘ pool ”’ beget ae account of current 
population) . a ne ; 41-3. 
(b) Inducement Fund $< << aie ee ae 0-4 
(c) Additional mileage money % ce i Ss 0-5 
(d) Maternity medical services : aa és ve 2°5 
(e) Payments for provision of drugs es om — 1-2 
(f) Supplementary ophthalmic service .. bie a 0-2 
(g) Payment for trained assistants 0-1 
(h) Payments to general practitioners in c ottage hospitals 0-2 
46-4 
Exchequer superannuation contribution ve os 2-4 
48-8 


(There are also, of course, other sources of income from 
practice which ultimately fall in whole or part on the 
Exchequer which are not included in this list—e.g., payment 
for work done for local health authorities, fees for anesthetics. 
in dental cases.) 


(5) The number of principals is now estimated at 18,936, 
which is an increase of 5-8% over the 17,900 assumed when 
the first calculation was made. At the same time the civilian 
population since June 30, 1939, has increased by about 4-3%, 
and this increase is reflected in the peol. If the number 
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of doctors had increased in the same proportion as the 
population in general there would have been no question of 
any ecjustment for the number of doctors. As it is, we have 
in efiect allowed for an increase of 4:3% in the original number 
of 17,900—i.e., we have allowed for about 18,670 doctors 
on the Spens scale, plus betterment of 20%. The actual 
number being 18,936, there might then have seemed to be 
a case for a further increase of the original “ pool” of 1:5% 
—i.e., of just over £600,000. This argument, however, would 
have ignored all sources of income outside the “ pool.”’ 


(6) I understand that the Association’s proposal is, shortly ; 

(a) to ignore any sources of income outside the “ pool” such as 
are mentioned in (4) above, and 

(b) to work out the “ pool” total afresh on the basis of the 
current number of principals and with a 70% betterment factor on 
gross incomes, and . 

(c) to apply any new capitation fees resulting therefrom, as 
from July 1, 1948. ; 
If (b) were to be worked out on the basis of 18,936 principals 
the new “pool” would amount to about £53-5 m. This 
figure compares—as, in the Minister’s opinion, there can be 
no question of ignoring the income outside the ‘“ pool” 
—with the sum of nearly £49 m. already being provided 
under present arrangements in the way which I have shown. 


The Minister is clear that in the light of these figures 
no reasonable case can be made for any increase in the 
total remuneration of general practitioners, nor any 
argument substantiated to show that general practi- 
tioners aS a group are inadequately paid. Nor, in his 
view, could any claim be justified that any future 
alteration of remuneration at any later date should’ be 
made retrospective, either to July, 1948, or to the 
present day. This view rests upon the sheer merits of 
the case, as revealed by the plain figures and facts as 
they stand. 

The Minister cannot, therefore, entertain any claim 
bv the Association for larger total remuneration. 

“Moreover, quite apart from this clear conclusion, to 
which the analysis of the facts must lead him, the 
Minister would point out that the Association’s proposals 
have to be seen also against the background of the general 
economic situation and the vital national need to avoid 
any unjustified raising of remuneration in any field. 
Under such conditions it becomes even more apparent 
that it would be impossible for him to justify any increase 
for general medical practitioners at the present time. 

In the circumstances I am wondering whether any- 
thing useful would result from the suggested further 
discussion with representatives of your General Medical 
Services Committee. If, however, you still feel that 
such a meeting would be desirable, I need not assure 
you that I shall be only too happy to arrange it. 


GENERAL MEDICAL COUNCIL 
PRESIDENT’S ADDRESS 


Av the opening of the 176th session last Tuesday, 
Prov. DAvIpD CAMPBELL was elected President in succession 
to the late Sir Herbert Eason. ; ' 
“In his address the new President paid tribute to his 
predecessor. 

‘** The ten years of his presidency were momentous years 
for the Council. Its administration had to cope with a flood 
of medical men seeking asylum from a crazy Europe ; new 
disciplinary situations emerged from the stresses and strains 
imposed by total war; and the general urge for reform, or 
at least the desire for change which marked the years of 
sacrifice, led the Council to a searching examination of the 
basis of medical education. In all these activities the 
President played a major rdle. He had also the wisdom to 
foresee that when men’s minds were attuned to change 
the time had come for a review of the legislation which gave 
birth to this Council and under which we labour . . . when, 
as we may hope, a new Medical Act is passed in the not too 
distant future, it will place the hallmark upon a great 
presidency.” 

The President went on to welcome two new members— 
Lord Nathan and Dr. O. C. Carter. 

Reviewing the Council’s duties, he suggested that the 
health services would be judged not by the plan of 
organisation or the methods of finance and control. 
but by the quality of the medical advice, skill, and care 
offered to the people. 
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“In the last analysis,’ he continued, ‘‘ that depends 
upon the intelligent interpretation and correlation of 
scientific knowledge in its application to the needs of the 
individual, and on the moral stature of the profession. 
In short, medical education and medical ethics are 
ultimately the dominant factors in determining the 
degree of success of any health service. 

‘This Council—the General Council of Medical 
Education and Registration of the United Kingdom, to 
give it its full though little known title—representative 
as it is of the Crown, the profession, the universities, 
and the medical corporations, is the device of government 
charged with one main duty, to protect the public interest 
by raising and maintaining a high standard in our 
profession both of conduct and of education. And it can 
hardly be argued, in these days of great and rapid 
advances in medical science and practice, that medical 
education ends with the first registrable qualification.” 


EMPIRE RHEUMATISM COUNCIL 


AT the annual meeting of the Empire Rheumatism 
Council, held in London on Nov. 23, Lord Horder, the 
chairman, reported that the Council’s investigation into 
the causes of rheumatoid arthritis, begun in 1946, had 
lately been completed. At the ‘Hospital of St. John and 
St. Elizabeth, investigation had revealed no significant 
difference in allergic tendency between sufferers from 
rheumatoid arthritis and control non-rheumatic subjects. 
On the other hand, among patients suffering from rheuma- 
toid arthritis and with demonstrable allergy, the incidence 
of infections, past or present, was much higher than 
among non-allergic sufferers from rheumatoid arthritis ; 
the figures were 83% and 27% respectively. The normal 
synovial membrane had been proved impermeable to 
the natural blood-group antibodies ; but in the arthritic 
joint this barrier was broken down and the natural 
antibodies diffused freely into the synovial fluid. In the 
field of postgraduate education, the Council’s courses 
at the Apothecaries’ Hall had each been attended to 
capacity. 

The Council’s income during the past year has been 
£10,287, compared with £9408 in the previous year. 


Public Health 
POLIOMYELITIS, 1949 
PRELIMINARY OBSERVATIONS 


W. P. D. Logan 
M.D., B.Sc. Glasg., D.P.H. 
MEDICAL STATISTICIAN, GENERAL REGISTER OFFICE 


NotiFIcaTIONS of poliomyelitis in England and Wales 
during 1949 (up to Nov. 12) reached their maximum in 
the middle of October, more than a month later than in 
the epidemic of 1947. Though the weekly notifications 
are now diminishing, it will be some weeks before the 
1949 epidemic can be seen as a whole. Meanwhile, 
however, it is possible to study some aspects of the 
first part of the epidemic and to make comparisons with 
1947. 

The general shape of the curves of the two epidemics 
—1947, and 1949 so far as it has gone—should be already 
familiar to readers from the chart published from time 
to time in THE LANCET (see p. 1009). It is unnecessary 
therefore to discuss in detail differences between the 
general trend of the disease in the two epidemics. Instead, 
attention will be directed towards sex, age, and regional 
variations in numbers of notified cases and of deaths. 

Table 1 shows the numbers of original and corrected 
notifications. and corrected notification-rates in the 
main geographical regions during the September quarters 
(July, August, September) of 1947 and 1949. In 1947 


the region with the highest rate was North 1 (Cumberland, 
Westmorland, and the East and North Ridings of York- 
shire), while the lowest was the South-West (Cornwall, 
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TABLE I—ORIGINAL AND CORRECTED NOTIFICATIONS OF ACUTE POLIOMYELITIS (INCLUDING ACUT 
IN SEPTEMBER QUARTERS, 1947 AND 1949 (NON-CIVILIANS EXCLUDED); AND CORRECTED NOTIFICATIONS 


POLIOMYELITIS, 1949 


MILLION LIVING AND AS A PERCENTAGE OF ORIGINAL 


DENSITY AGGREGATES 








Area 


ENGLAND AND WALES 


South-East oe 
Greater London. . a 
Remainder of South-East 


North An 
North I 
” It 
‘> Il 
Je IV 
Midland ‘ 
Midland 1 
» Il 
East 


South-West 


Wales 
Wales I 
” Il 
County boroughs outside | 
Other urban districst - Greater | 
Rural districts J London 


Original 
notifica- 
tions 


6407 


September quarter, 1947 


Corrected 
notifica- 
tions 


5298 


2009 
1203 
806 


1850 
411 

279 

539 

621 

| 803 
566 
| 237 


Annual 
rate per 


million 
living 


503 


557 
590 
514 


559 
745 
848 
614 
400 


Devon, Dorset, Somerset, and Wiltshire). In 1949 the 
South-West had the highest rate, while North 1m was 
second lowest, the lowest being Wales 11 (North Wales). 
There was, however, no general tendency for regions 
with high rates in 1947 to have low rates in 1949 or 
vice versa. For instance, the South-East had relatively 
both 


high rates and Wales relatively low rates in 


years. 


Considering now the density aggregates (bottom of 
table 1), in both years the rates were lowest in county 
boroughs and highest in rural districts, but the relative 
difference between these two types of area was rather 


less in 1949 than in 1947. 


The two columns of table 1 which express corrected 


notifications as a percentage of 


original notifications 


indicate considerable differences in this respect between 
different areas. For the country as a whole, the effect 
of correction was practically equal in the two years— 


83% in 1947 and 85% in 1949. 


In both years the effect 


of correction was less apparent in rural areas than in 
towns, suggesting either that the accuracy of original 
diagnosis was greater in the country districts than in 
the towns, which seems unlikely, or that less effort was 
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PER 
NOTIFICATIONS. ENGLAND AND WALES, REGIONS, AND 





September quarter, 1949 
Corrected | 


Annual Corrected 


as % of Original Corrected as % of 
EL: Pe SAnc . rate per | “he 
original notifica- notifica - million original 
notifica- tions tions living notifica - 
tions Y 1S tions 
83 3108 2645 245 85 
81 1283 1131 306 88 
75 767 639 306 83 
90 516 492 305 95 
84 863 701 207 81 
$5 107 83 147 78 
97 49 $4 130 90 
87 357 306 343 86 
76 350 268 169 77 
82 448 364 183 81 
79 245 184 140 75 
89 203 180 269 8Y 
87 133 112 228 S4 
89 278 252 £43 91 
83 103 85 132 83 
79 90 72 156 80 
98 13 13 71 100 
77 868 694 212 50 
89 892 787 230 SS 
91 581 525 263 90 


made in country areas to report amendments of diagnosis : 
a third possibility is that in country districts amendments 
of diagnosis to and from poliomyelitis more ‘nearly 
balanced_one another than in the towns. 

Table 11 provides a two-way analysis of original 
notifications during June—October in each of the two 
years by main regions and by type of area. The experi- 
ence in the two epidemics is compared by the percentages 
shown in the right hand section of the table, no account 
being taken of possible population changes in the two 
years. For the country as a whole, notifications in 
1949 during the 22-week period were 40% fewer than 
during the corresponding weeks of 1947, this proportion 
being approximately maintained in each of the three 
density aggregates. An outstanding departure from 
this level occurred in the South-West, where there 
were 1'/, times as many notifications in 1949 as in 1947, 
the excess being greatest (89%) in the urban districts. 
By contrast, notifications in the rural districts of 
Wales in 1949 were only a fifth of those two years 
before. 

In all the tables cases of polioencephalitis have been 
included with poliomyelitis. The second footnote to 


TABLE II—ORIGINAL NOTIFICATIONS OF ACUTE POLIOMYELITIS (INCLUDING ACUTE POLIOENCEPHALITIS) IN JUNE TO 
OCTOBER, 1947 AND 1949 (INCLUDING NON-CIVILIANS) ; AND NOTIFICATIONS IN 1949 AS A PERCENTAGE OF THOSE 
IN 1947. ENGLAND AND WALES, REGIONS, AND DENSITY AGGREGATES 











Area pnp 
ENGLAND AND WALES 2387 
South-East .. Bah 280 
North ve al 1293 
Midland os *” 652 
East .. .. sy 71 
South-West .. me 30 
Wales oe a 61 


4190 
2426 
1042 
354 
100 
106 
162 








June—October, 1947 (22 weeks) 


1601 8178 
415 3121 
469 |, 2804 
284 1290 
171 342 
134 270 
128 351 


1355 
199 
673 
364 

46 
43 
30 


June—October, 1949 (22 weeks) 1949 as percentage of 1947 


C.Bs. U.Ds. R.Ds. | Total | C.Bs. | U.Ds. R.Ds. | Total C.Bs. U.Ds. R.Ds. | Total 


2628 | 906 4889 


57 63 57 | 60 

1600 324 | 2123 71 6. 3 ty ae 

| 463 162 | 1296 52 1 oe ee a eee 
209 | 133 | 706 56 So |) en bes 

86 93 | 225 | 65 86 | 54 | 66 

200 | 168 411 143 i389 | 125 | 152 

| 72 26 | 128 49 44 90° + 36 





Notifications in port health districts were: 1947, 9; 1949, 13. 





Notifications of acute polioencephalitis as a percentage of those of acute poliomyelitis were : 


County boroughs .. 


Other urban 


districts 


Rural districts .. 


1947 1949 
3-6 ee 6-5 
8-9 vr 9-1 


10-3 oe 6886 


8-3 
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TABLE IV (@)—-CORRECTED NOTIFICATIONS OF ACUTE POLIOMYELITIS (INCLUDING ACUTE POLIOENCEPHALITIS) IN 
QUARTER ENDED SEPT. 30, 1947, BY SEX AND AGE WITH EACH AGE-GROUP AS A PERCENTAGE OF ALL AGES. 
ENGLAND AND WALES, REGIONS, AND DENSITY AGGREGATES (INCLUDING NON-CIVILIANS) - 











MALES FEMALES 
Area ; he ; ; nae aed AP 
All ‘ x ~  |25 and Not All a 2 P x, {25 and| Not 
ages 0- 1- 3 a- 10 15- over | stated! ages 0 1 3 5 10 15 over | stated 
ENGLAND AND WALES | | 
Number. rat 3030 |111 446 397 638 468 497 433 40 2357 | 96 338 302 435 331 401 431 23 
% of all age es oe 100 4 15 13 21 15 17 14 1 100 | 4 14 13 19 14 17 18 I 
South-East | | 
Number .. 7 1171 47 121 137 283 198 186 | 192 | 7 865 30 79 90 166 131 194 171 4 
% of all ages “ 100 4 10 12 24 17 16); 16 | 1 100 3 9 10 20 15 23 20 0 
Greater London 
Number. oe 670 32 70 91 168 114 94 100 1 543 18 54 59 103 84 125 100 
% of all ages i 100 6 10 14 25 17 14 15 0 100 3 10 11 19 15 23 19 
Remainder of 8.-E. 
Number. . . 501 | 15 51 46 | 115 84 92 92 6 322 | 12 25 31 63 47 69 71 4 
% ofallages .. 100 3 10 9 23 1? 19 18 1 100 4 8 10 19 15 2 22 1 
North i 
Number... 5 @ 999 | 43 199 163 183 138 155 105 13 873 | 47 196 132 152 109 94 31 6. 38 
% of all ages ra 100 4 20 16 18 14 16 11 1 100 6 23 15 18 12 11 15 1 
Midland } 
Number .. ce 478 9 72 60 96 66 86 82 7 343 8 36 43 7 50 68 63 1 
% of all ages ve 100 2 15 13 20 14 18 17 1 100 2 10 13 22 15 20 18 0 
‘ 
Kast ; 
Number... ve 131 6 7 13 34 27 21 23 oe 99; 3 8 15 15 20 15 22 1 
% of all ages of 100 5 5 10 26 20 6 18 100 3 8 15 15 20 15 23 1 
South-West | 
Number... °* 116 17 8 19 24 30 10 8 69 3 | 2 5 10 9 13 23 «| 4 
% of all ages ae 100 15 7 16 21 25 9 7 100 4 3 7 14 13} 19 | 34 6 
Wales | 
Number... - 135 6 30 16 23 15 19 21 5 108 5 17 17 18 12 17 21 | 1 
% of all ages - 100 f 22 12 17 11 14 16 4 100 5 16 16 16 11 16 13. 4 1 
County boroughs* | 
Number .. re: 749 | 27 | 155 | 103 | 146 | 106 | 118 91 3 629 | 29 | 104 97 | 112 75 98 | 113 1 
% of all ages axl 100 4 21 14 19 | 14 16 12 0 100 5 16 15 18 12 16 8 | 0 
Other urban districts* | 
Number. uF 898 | 33 | 154 | 122 | 184 | 124 | 131 | 132 18 729 | 34 | 129 98 | 128 | 105 | 102 | 121 | 12 
°% of all ages i 100 4 17 13 20 14 15 15 2 100| 5| 18 13 17 14 Mt 27 2 
Rural districts* | | 
Number .. ee 713 | 19 67 81 | 140 | 124 | 154 | 110 18 456 | 15 51 48 92°] 67 7 | 97 10 
% of all ages <i ei 9 11 20 | 171 221 1 | a Re ee oe ey oe ee eS 15 | 74 21 2 


TABLE IV (b)—CORRECTED NOTIFICATIONS OF ACUTE POLIOMYELITIS (INCLUDING ACUTE sciesenieaidiaibiacs IN 
QUARTER ENDED SEPY. 30, 1949, By SEX AND AGE WITH EACH AGE-GROUP AS A PERCENTAGE OF ALL AGES. 
ENGLAND AND WALES, REGIONS, AND DENSITY AGGREGATES —_— NON- CIVILIANS) 


ENGLAND AND WALES | | | | | { { ! 
Number .. - | 1476 | 62 | 257 | 223 | 311 | 187 | 232 | 195 9 |1191 | 61 | 213 | 176 | 223 | 134 | 184 | 194 | 6 
% of all ages aie 100 4 17 15 | 21 13 | 16 13 1 100 6; 18| 16 |. eert ae i 16 16 | 1 

i | 

South-East | 
Number .. ie 632 | 27 | 112 | 105 | 130 | 81] 92 84 | 1 507 | 26 87 75° | 8T 66 | 77 88 | 1 
% of all ages ie 100 4 18 17 20 13 | 165 13 0 100 | 6 17 | a 13 Ib 28.4 0 

| | | | 
Greater London | | | | | | 
Number. . oot BSC] 28 78 55 70 | 42 43 | 46+ se 285 | 21 | 56 45 57 3: 34 39 | 
% of allages .. 100 6 22 15 20 12 ee ! oe eee 100 7 19 16 20 ? 12\ 14 
| | | | | | | | | | | } 
Remainder of 8.-E. | | | | | 
Number. . ned 276 | 5& 34 0 60 39 |} 49 | 38 | a 4. Bs 5 31 30; 30); 33 43; 49 1 
% of allages .. 100 2 12 18 22 14 18 14 | 0 | 100 2 14 14| 14| 15| 19} 22 0 

North | | 
Number .. rr 381 | 18 78 46 5 45 | 62 44 3 324 | 15 56 58 67 37 40 51 oe 
% of all ages oe 100 5 20 12 22 12 | 6 12 | I 100 5 17 | 18 21 11 12 | a 

| | | 

Midland | | | | | 
Number .. x 215 7 39 | 36) 41 28; 41 23 156 | 11 32] 21 30 11 30 he 
% of all ages oe 100 3 18 17 19 13 | 19 il 100 7 21 13 20 7 19 | 

| | | } | } | | 

East | } } | } 
Number... ord 65 1 9 11 13 10 17 bm 48; 1] 7 5 11 6 12 | 6 
% of all ages ve 100 2 6 14 17 20 | 165 oe. 4. et 58 T ae 10 23 13 24 13 | 

| | | | | H | | 

South-West | | | | 
Number .. ~ 137 7 14 20 38 16 22 18 2 117 ey 212) 21 12 | 20 25 3 
% of all ages s 100 6 10 5 28 4 16 13 1 100 4 | 18 | | 2 1¢ 17 |- 21 | 3 

Wales | 
Number... i 46 2 10 7 6 5 9 3 39 3 10 7 | 7 2 5 | 3 2 
% of all ages “~ 100 4 22 15 13 } 9 Il 19 7 100 8 25 18 18 ] 13 | 8 4 

| | | | | 

County boroughs* } | | | | | | | 
Number... “a 381 18 89 55 70 60 | 41 45 3-1 333 16 64 51 55 32 43 | 582 
°, of all ages wv 100 5 23 14 18 16 Iz. 38 1 100 6 20 16 18 10 $6} 27 

Other urban districts* | } } | 
Number ¥* . 442 | 15 63 68 97 49 88 60 2 350 | 17) 57 51 61 37 62 61 | 4 
% of all ages ae 100 3 14 16 22 iz} 20 14 0 100 51°36 15 17 11 | | #7 1 

Rural districts* | | | | | 
Number .. a 297 7 27 45 74 36 60 44 4 243 Ui 36 29 50 32 45 42 2 
% of all ages “* 100 2 § 15 26 12 20 | 15 } I 100 | 3 15 12 20 | 13 19 17 1 





* Excluding Greater London, 
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table 11 chews the relative proportions of the two forms. 
For the country as a whole there was a small increase 
in 1949 in the proportion of cases described as polio- 
encephalitis ; this happened most in the county boroughs 
and not at all in the rural districts. 

Table t1 shows the age-distribution of corrected 
notifications in the June and September quarters of 
1947 and 1949 for the country as a whole, distinguishing 
the sexes. ‘There was practically no difference in age- 
distribution between the sexes at any period. Despite 
the small number of cases in the June quarters, the age- 
distributions were similar in the two years, especially 
among males. There was also little difference between 
the two September quarters. But in both sexes and 
in both years there’ was a slight tendency between the 


TABLE I1I—CORRECTED NOTIFICATIONS OF ACUTE POLIOMYELITIS 
(INCLUDING ACUTE POLIOENCEPHALITIS) IN JUNE AND 
SEPTEMBER QUARTERS, 1947 AND 1949. PERCENTAGE 
DISTRIBUTION BY SEX AND AGE (INCLUDING NON-CIVILIANS), 
ENGLAND AND WALES 


[ | i. 
| | | 25 | Age 











| 
Quarter | a 0O- | 1-—| 3— | 5—|10—/15 Jona not 
ae | | over | stated 
MALES 
June Quarter, 1947 p : 
Number : me 151 | 8| 19} 24; 40) 21] 22) 17 
% of all ages er 100 | 5 13) 16 26) 14); 15} 11 
September Seas 1947 | | 
Oe of all ~ 3030 au 446 397 638 468/497 433 40 
% of all ages -- | 100 | 13} 21| 16 17) 14 | 1 
June Quarter, 1949 | } i | | 
Number . a 126 ; 9 16) 17} 33! 17) 15) 16 3 
% of all ages -- | 100} 7 Id} 13) 26) 13] 12) 13 3 
| | 
} | 
September Quarter, 1949 | 
Number ‘ «+ (1476 | 62)257/223)311)187/232)195 9 
% of all ages :. | 100) 4! 17) 15) 211i 13} 16) 13} 1 
FEMALES 
June Quarter, apat ; 
Number ; S'. 126 | 4! 18] 25] 33] 17; 18] 9 | 2 
% of all ages .. | 100} 3| 14 20) * 13) 14) 7 | 2 
| | | 
| | 
September Quarter, 1947 | Rake | | 
Number 2357 96 338/302/435/331/401/431 | 23 
% of all ages s+ [2400 | 4 14) 13| 19) 14 17 1 18 | 
June Quarter, 1949 | | | i | 
Number . oe .} 268 | 3} 16) 14) 23) 13) 15) 19 | 
% of all ages oe 100 | 3) 15) 14 " 13 ” 18 
id 
September aaaeter. 1949 | | | 
Number \1191 | 61 213/176 223 134}184)194 6 
® of all ages y - | 100 | 5) 18) 15) 19 | 11 15) 16 1 








June and September quarters for a transfer of cases from 
the age-group 5-9 years to a younger age. 

Table tv, which is in two parts, (a) 1947 and (b) 1949, 
presents the age-distribution of corrected notifications 
in regions and density aggregates during the September 
quarters only. Space does not permit a detailed dis- 
cussion of the table but the data have been presented in 
full for the benefit of those who wish to study them. 
Points to which attention may be drawn are the high 
proportion of male cases at ages 5-9 years in 1949 in the 
South-West region (28%) and in rural districts (26%). 
Otherwise there was considerable uniformity of age- 
distribution over most of the country. 

Table v compares deaths in. the 126 Great Towns, 
classified by regions, during June—October, 1949. It 
has not been practicable to inake a similar comparison 
for 1947 because weekly poliomyelitis deaths were not 
reported in that year. Death-rates were highest in the 
South-West region (48 per million) and in the South- 
East excluding Greater London (45 per million). Lowest 
rates were recorded in the Midland region (20 per million) 
and in Greater London (28 per million). Table v also 
gives original notifications and notification-rates (for 
the Great Towns only) and shows the number of deaths 
in each region per hundred notifications. It should be 
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TABLE V—ACUTE POLIOMYELITIS (INCLUDING ACUTE POLIO- 
ENCEPHALITIS): ORIGINAL NOTIFICATIONS AND DEATHS ; 
RATES PER MILLION LIVING AND DEATHS PER 100 NoTTI- 
FICATIONS, JUNE TO OCTOBER, 1949 (22-wEEK PERIOD) ; 
126 GREAT TOWNS OF ENGLAND AND WALES BY REGIONS 
(SRCLURENp NON- M-CIVISLAWS) 


| Annual | Original | Annual | Deaths 


ils Oa No. of| rate per rate per} per 100 
Gree s é ad A 
reat Towns in deaths! million Hage ron “4f | million | notifica- 
| living | living tions 
ae ee es a a < é ——_ 
ENGLAND AND WALES | 267 30 2469 | 281 | 11 
| | 
South-East. . 107 31 1252 365 i) 
Greater L ondon. ; 77 28 1058 383 7 
Remainder of S.-E.| 30 45 194 | 239 | 15 
North 7 ne 100 33 695 228 14 
Midland .. °.. 32 20 373 236 9 
East ni ie 9 41 52 240 17 
South-West Pe 10 48 63 305 16 
Wales a 2 9 32 34 | 119 | 26 


noted that the deaths and notifications here are not 
strictly comparable, if only because a number of deaths 
occurred in Great Towns, (e.g., in hospitals) of cases 
notified in areas outside the Great Towns. The effect 
of this has not necessarily been the same in all regions, 
so these deathsfnotifications ratios must be accepted 
with caution. Nevertheless they provide some indica- 
tion of the extent to which the fatality of poliomyelitis 
apparently varied among the different regions. Fatality 
so estimated was highest (26%) in Wales, followed by 
the East (17%) and the South. West region (16%)... It 
was lowest in Greater London (7%) and in, the Midland 
region (9%). Averaged over the 126 Great Towns the 
ratio was 11%; but, for the reason.given above, this is 
probably an overestimate of the true fatality-rate of 
notified cases. The comparable ratio for 1947 is not 
known. 


Poliomyelitis 

In the week ended Nov. 12 notifications in England and 
Wales were: poliomyelitis 293 (318), polioencephalitis 
23 (12). Figures for the previous week are shown in 
parentheses. Multiple cases were reported from the 
following counties : 

London 50 (55), Bedford 6 (2), Berkshire 7 (3), Buckingham 
2 (4), Chester 16 (10), Derby 3 (2), Devon 3 (3), Dorset 7 (3), 
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Durham 3 (2), Essex 24 (26), Gloucester 6 (9), Hereford 4 (2), 
Hertford 4 (9), Huntingdon 5 (0), Kent 15 (16), Lancaster 26 
(32), Leicester 12 (3), Lines, Lindsey 5 (13), Middlesex 14 
(17), Norfolk 7 (5), Northampton 4 (1), Northumberland 4 (2), 
Nottingham 9 (8), Oxford 2 (2), Salop 2 (0), Somerset 2 (11), 
Southampton 9 (13), Stafford 7 (3), Suffolk, East 2 (2), Surrey 
6 (14), Sussex, East 5 (9), Sussex, West 1 (3), Warwick 7 (8), 
Westmorland 3 (1), Wiltshire 2 (1), Yorks, North Riding 2 (2), 
Yorks, West Riding 36 (50), Glamorgan 4 (7). 
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In England Now 
A Running Commentary by Peripatetic Correspondents 
G.P.’S PRAYER 
Don’t take our midder away, Mr. Bevan, 
Don’t take our midder away. 
You've left us the chronics 
And those who take tonics 
And those who have plenty to say, 
The aged and grumpy, 
The fussy and jumpy, 
So don’t take our ridder away. 
Those merely catarrhal, 
Or seeking apparel, 
Add strength to the dismal array 
Of myopes, bronchitics, 
And osteoarthritics 
—So don’t take our midder away. 


Removing cerumen 

Demands no acumen 

I’ve squirted out tons in my day. 

Certificate-writing 

Is not too exciting 

Please don’t take our midder away. 
* * * 


If anybody thinks he would make a lovely Television 
Doctor, I should warn him (or her), before he rushes 
off to Alexandra Palace, that it is not easy. In the 
first place, the studio is unbearably hot; the officials 
are in their shirtsleeves, but as you are to be ‘‘ on the 
screen’? you must sweat beneath a thick coat. Then the 
muddle of microphones on lazy-arms, actors waiting for 
cues, cameras advancing and receding, worried-looking 
studio managers wearing earphones, and make-up girls 
all conspires to induce -you to forget your lines or to 
repeat them in a steel-like manner. Either is fatal. If 
you forget your lines you must still keep talking—for 
there is no “ retake’ on television—and you will lapse 
for protection into a mass of clichés and string out all 
the words you have seen in books, like ‘“ commence ” 
and “ terminate,’ sprinkled with ‘ wells’ and “ actu- 
allys.”” You may think you can avoid this by looking 
down at the script all the time, but if you do you will 
annoy viewers just as much. The-intimate yet not too 
breezy manner necessary for television is very hard to 
attain. Perhaps it comes easiest to women, but not to 
all of them. And as a final demoraliser, 1 was told : 
‘* Of course, the greatest menace is the person who will 
make jokes ; poor thing, he doesn’t realise how annoying 
he is to all concerned.’ After that I crept out over the 
cables and walked down the stairs. As a peripatetic 
correspondent, I felt I could not ring for the lift. 

* * * 


It is rather strange that although our profession 
includes one or two outstanding orators who can success- 
fully compete with speakers from any intellectual sphere, 
medical men are with rare exceptions deplorably bad in 
presenting communications at society meetings. Their 
knowledge may be profound; but they appear to lack 
the most elementary notion of preparation for an 
audience. Eloquence is not demanded, nor is mellifluent 
sonority, but the usual mumbled or muttered monotone 
which tails off into complete inaudibility at the end of 
every sentence is a wretched ordeal for those of their 
audience—and they comprise a fair proportion—who 
must admit to be what is euphemistically called a little 
hard of hearing. 

The stereotyped instruction (or even order) to restrict 
themselves to 15 minutes has little or no influence on 
speakers, who might almost require an almanac rather 
than a clock for their regulation. The unhappy chairman 
writhes impatiently, divided between a hesitancy to give 
offence by abruptly terminating a discourse and his 
obligation towards others who are entitled to participate. 
Recently I encountered an example who at the end of 
16 minutes had not emerged from the stage of self- 
introduction, and who after another 20 minutes expressed 
resentment at a reminder from the chair that even if he 
was a protagonist he was not the entire caste. Speakers 











should pay their audience the compliment of adequate 
preparation, though admittedly this means taking 
considerable trouble. The subject matter should be 
abridged, pruned, polished, and repeatedly rehearsed 
against the watch until a maximum of 14 minutes can be 
ensured. As a golden rule, it is far better to say much too 
little than a little too much. 

A guide and warning are provided by Mark Twain’s 
experience. He had wandered by chance into a mission 
hall and heard a preacher soliciting funds for a charitable 
intention. At the end of 10 minutes so moved was Mark 
by the sentiments that he resolved to realise all his 
possessions and donate the proceeds. After a further 
10 minutes he decided that the loose silver in his pocket 
would suffice. And when after another 10 minutes the 
collection plate reached him, he abstracted two dollars 
for his own expenses. 

* 





* * 


I cannot leave unchallenged my fellow correspondent’s 
note of Nov. 19 (p. 958) on the short-term results of 
quassia clysters. When I was a student in Baltimore 
there was another student who had a peptic ulcer. Pace 
Kretchmer, he was of pyknic build and sociable inclina- 
tion, which went badly with his physician’s orders for a 
bland diet, solid and fluid. After abstemiously witnessing 
a succession of those gloriously ‘‘ wet weekends ”’ which 
punctuate the American staudent’s otherwise torrid 
existence, he was goaded into rebellion. On the next 
occasion he guaranteed his conviviality by means of a 
Higginson and a bottle of port. Port, I imagine, in 
deference to the Oslerian tradition, for his ob’ect might 
have been attained with more domestic liquors of 
uncertain origin but unquestioned potency. Or perhaps 
caution may have informed this choice. At any rate, 
there was leisure for repentance, for he was rewarded 
with a ‘“‘ regular ’’ hangover and an intractable proctitis. 
He was thereafter quoted as an example of burning the 
candle at both ends. 

* * 

The other morning, while I was shaving (which is 
when my most brilliant ideas come to me), I was won- 
dering whether a perfectly fresh clouded yellow (Colias 
croceus) I had recently caught was an immigrant or had 
been born in this country. Having no net at the time 
I had caught it by gripping one of its wings between my 
left index and left thumb as it perched imbibing from a 
Michaelmas daisy, and a perfect mirror image of its gay 
pattern had been impressed on my thumb. That suggested 
that the insect had just emerged, and then I remembered 
that the pigments of butterflies are often pterins, and 
that pterins are being tried in the treatment of cancer 
and leukemia. Had anybody thought of butterfly scales 
as a source of pterins for that research ? Less than two 
hours later, almost the first medical journal that I picked 
up (the Journal of the Philippine Medical Association 
for June) contained an article on the successful use of 
an extract of the wings of a Philippine butterfly, Terias 
hecabe, to kill the plasmodia of malaria, the active 
substance being a pterin. So much for my brilliant idea 
—and for Mr. Piddington. 

x * * 

A hitch in air travel reveals the strangest motives 
among those misguided enough to indulge in that. 
pastime. For unexplained reasons, B.E.A. decided to 
cancel its service to Amsterdam but said that, of its six 
passengers to that place, three might travel by the 
first K.L.M. service and three by the second, on the 
same day. In the friendly dispute that followed, a 
Dutchman revealed that he had to get to Holland 
urgently because he was importing eight elephants and 
there would be no-one there to receive them. He got 
his priority ! 

* * * 

Pondering on the shortage of nurses while waiting for 
one to chaperone me, I noticed my H.P., a young lady, 
happily disappear into a cubicle to examine a tough 
young labourer. Here, I thought, is another as yet 
unpublished advantage in having women doctors. But 
reflections made me realise the flaw in this argument ; 
surely the labourer should demand a chaperone, and if 
he did, should it be another man or a woman ? Perhaps 
Mr. Bevan will create another class of hospital civil 
servants to fulfil this need. 








949 

quate 
aking 
id be 
arsed 
an be 
th too 


vain’s 
ission 
itable 
Mark 
ll his 
irther 
ocket, 
s the 
ollars 


lent’s 
Its of 
imore 
Pace 
clina- 
for a 
‘ssing 
vhich 
orrid 
next 
of a 
e, in 
night 
rs of 
rhaps 
rate, 
irded 
titis. 
g the 


ch is 
won- 
olias 
» had 
time 
n my 
om a 
3 gay 
ested 
bered 
_ and 
ancer 
scales 
1 two 
icked 
ation 
se of 
‘erias 
ctive 
, idea 


tives 
that 
2d to 
ts six 
; the 
1 the 
ed, a 
land 
3; and 
e got 


ig for 
lady, 
ough 
s yet 

But 
1ent ; 
nd if 
thaps 
civil 








THE LANCET] 


Letters to the Editor 





THE HEALTH OF NURSES IN HOSPITAL 


Str,—I should be glad if you could spare a corner of 
your correspondence columns not occupied by theo- 
logical controversy (Deus, Paley, and Fisber v. Voltaire, 
Gibbon, and Platt) to allow me to congratulate Dr. Court 
on his admirable article in your issue of Nov. 12, and also 
to ask your powerful support for a solution of the 
problems that he raises. 


There are no doubt some things which are better 
done under the National Health Service, but the medical 
care of nurses in hospital is certainly not one of them. 
In a hospital which I serve it has been the admirable 
tradition that the junior physician should act as physician- 
in-charge of the nursing staff, and it was established by 
my two predecessors that the capitation fees were 
received by the institution and paid into a nurses’ 
welfare fund. Since July 5, 1948, such an arrangement 
has been impossible. The Minister insists that the medical 
care of nurses in hospital is a general-practitioner service, 
and that the medical officer must be under contract 
with the local executive council and hold a “ limited list ” 
(receiving 10% less than the usual capitation fee). It is 
obvious to anyone who has had experience of this work, 
and equally plain from a reading of Dr. Court’s paper, 
that much of the work required in the medical super- 
vision of nurses lies altogether outside a general-practi- 
tioner service. The work is comparable to the medical 
supervision of children in boarding-schools or of workers 
in hazardous industries ; and it has long been recognised 
that special arrangements outside the National Health 
Service are required for such services. During the last 
eighteen months I have endeavoured to get this point 
of view accepted by discussion with my colleagues, 
through the British Medical Association, at the regional 
hospital board, and by correspondence with a friend in 
the Ministry of Health, powerful, well-intentioned, and 
progressive. All these approaches have failed; the 
Colossus has not lifted his potent finger, while his 
peripheral servitors, clamouring insistently for their 
certificates to be signed, have ultimately compelled 
my refusal to do business with them. 

Here is a suggested solution on which I should value 
your criticism and that of your readers. The Minister 
should instruct boards of governors and management 
committees to proceed to the appointment of a physician- 
in-charge of the nursing staff in all hospitals. The 
exact status of this physician should not be laid down ; 
often he will be the junior physician on the staff of the 
hospital ; sometimes he will be a family doctor ; seldom 
will he be a medical registrar, junior resident physician, 
or resident medical officer—not that this last group is 
without the necessary enthusiasm or experience, but 
they are men on the move and some continuity of medical 
care is essential in this work. In some areas the physican 
appointed will have the medical care of nurses in a group 
of hospitals. The appointment should be made on 
the joint recommendation of the matron, the nursing 
council, and the medical committee of the hospital 
concerned. The board of governors or management 
committee should pay the physician a salary represent- 
ing a capitation fee of not less than £2 per annum for 
each nurse, an arrangement being made that the capita- 
tion fees for these nurses should be the property 
of the board of governors or of the management 
committee. 


Although the exact status of the physician should 
not be laid down, yet the standard of medical care 
expected in all hospitals should be defined in detail. 
The time of routine examinations, the frequency of 
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X-ray examinations and blood-counts, the nature 
of prophylactic and diagnostic procedures, the form of 
records to be kept, and so on—all this should be deter- 
mined centrally after consultation. The matter has 
some urgency since the Ministry is (rightly though tardily) 
planning to include nursing staffs in a controlled B.c.«. 
experiment. It is illogical to take central action in this 
relatively limited field while more important aspects 
of the health of nurses remain unconsidered. More- 
over, the organisation of x%he B.c.G. experiment itself 
would have been facilitated if the general medical care of 
nurses in hospital had first received attention. 

Derby. DouGLas HUBBLE. 

Str,—Dr. Court’s excellent paper in your issue of 
Nov. 12 gives me the opportunity of reporting a short 
investigation that has been carried out at the Queen 
Elizabeth Hospital during the past three years. 

Shortly after the war some concern was felt regarding 
the number of nurses developing pulmonary tuberculosis, 
and it was thought that one possible source of infection 
might be a higher than normal incidence of unsuspected 
open tubercle amongst hospital patients. With this 
idea in mind it was decided to examine clinically and 
radiologically the chest of every patient admitted to 
one of my surgical wards (34 beds); and the sputum 
was tested for tubercle bacilli. 

During the thirty-five consecutive months admissions 
totalled 1908. Of these patients 35 showed positive X-ray 
findings and had positive sputa ; but 28 of them were cases of 
known pulmonary tuberculosis admitted for surgical treat- 
ment. Thus the number of»general surgical patients with 
hitherto unsuspected open pulmonary tuberculosis, Was 7 
—i.e., 0:37% of all admissions. The “ thoracic ’ casés were 
all nursed in special side-wards, with special precautions 
laid down by the physicians ; but without special investiga- 
tion these 7 would probably have escaped recognition, since 
their coughs were minimal and their general state of health 
appeared satisfactory. 

In addition, there were 14 general surgical patients with 
positive X-ray findings but negative sputa. On admission 
these were presumably of no danger to the nursing staff 
but they might become so should they develop postoperative 
chest complications ; and they themselves might fare ill in 
such an event. In any case, according to the phase of the 
lesion, some active treatment might be called for. 


It may be said, then, that the population of the average 
hospital surgical ward carries no higher incidence of 
open tubercle than does the general population—i.e., 
about 4 per 1000. Nevertheless, any unsuspected open 
-ase lying in the general wards of a hospital is a potential 
danger. Some would argue that these could be dis- 
covered by routine sputum tests instead of by routine 
radiological examinations, but this would throw an 
insupportable extra burden on the laboratories. Had 
only routine sputum tests been carried out, the 14 with 
positive X-ray findings but negative sputa would have 
been missed, since the majority were without symptoms 
and pathologically quiescent. Moreover, an active tuber- 
culous lesion may be associated with no sputum or 
negative sputum ; and those who maintain that such a 
lesion should be recognised in a surgical ward solely by 
routine clinical examination flatter their surgical 
colleagues, perhaps because their own line of work no 
longer puts them to such a test. 

The only solution to this problem is routine X-ray 
examination of all admissions, and for economy this 
should be with the miniature apparatus. 


Department of Surgery, 


f F. A. R. STAMMERS, 
University of Birmingham. . = 


Sir,—Dr. Donald Court quotes my findings, which 
you published in a letter in 1943, on the health of 59 
tuberculous nurses whom I had been following up. I 
am now able to add some further details about the same 
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group, and to compare their position in 1942 with their 
state today : 


1942 1949 

pe es - as ee | 14 
ll (at home or in ~~ pene oe | 1 
Working in hospitals Ta. tor - 2 
Working in sanatoria ' 435 17 nursing = | 12 working 
Private nursing .. eas is 1 | 
Nursing in convalescent home. . - 1 
Working, but not nursing 1 3 
At home not working .. o5@ 1 

“* . ‘ wv 


1 
(3 probably 15 (3 probably 
dead) dead) 


Lost sight of 


Total ce ee 59 


It will be seen that 6 more are known to have died, 
and there may have been other deaths among the 15 
whom I have not been able to trace. Only 15 are now 
working, as against 18 in 1942. Of 14 at home, not 
working, 2 are married and well, 4 (of whom 3 are married) 
are semi-invalids, and 5 are living with their parents and 
helping in the house. 

Between 1943 and 1947 I collected information about 
a further 80 nurses. I have lost sight of 31 of these ; but, 
of the remaining 49, 8 are dead, 4 are ill in sanatoria or 
at home, 8 are at home not well, 3 are married and not 
well, 3 are married and well, 16 are nursing full-time 
(11 in sanatoria, 5 in hospitals), 3 are nursing part-time 
(1 in a sanatorium, 2 in hospitals), and 4 are working 
but not nursing. No figures have been published about 
this group before. 

London, 8.W.6. 


MEMORIAL TO SIR JOHN FRASER 


Sir,—Some months ago you granted us the courtesy 
of your columns to announce the opening of a fund to 
establish a memorial to the late Sir John Fraser, formerly 
regius professor of clinical surgery and principal of 
Edinburgh University. - It is our intention to close the 
fund on Dec. 3, and those who may still wish to contribute 
are reminded that subscriptions should be sent before 
that date to the treasurer, Mr. John Bruce, F.R.C.3.E., 
at the Department of Surgery, the University New 
Buildings, Edinburgh. 


E. D. ANDREWS. 


Epwarp V. APPLETON 
JAMES M. GRAHAM 
FRANK E, JARDINE 
JAMES LEARMONTH. 


VACANCIES ON MANAGEMENT COMMITTEES 


Srr,—In your issues of Nov. 12 (p. 922) and Nov. 19 
(p. 951) you draw attention to a circular on this subject 
issued by the Ministry of Health. 

There is one important interest of the community 
which is commonly overlooked in the constitution of 
management committees. I refer to hospital matrons, 
who, as a group, comprise women of intelligence and 
integrity with as important a contribution to make to 
the administration of hospital services as have medical 
men. In fact, there is scarcely any aspect of hospital 
organisation on which a matron has not got a point of 
view worth hearing. Some management committees 
invite a matron to attend and to express an opinion ; 
but she has no voting power. Many will say that the vote 
is not important, but I believe that its absence is an 
insult to a group that comprises many great women. 
Some management committees merely invite a matron 
to attend when something of particular interest to her is 
being discussed. This is absurd; for who is able to 
decide what is, and what is not, of interest to a matron ? 

I know that I shall be told that hospital matrons are 
being encouraged to take part in the work of the house 
committees. This obviously is not enough. Moreover, 
the argument that matrons cannot take part fully in the 
business of management committees because they are 
paid officers of the committees is one which should be 
eliminated as in the case of medical staffs. Certainly the 
matron of every hospital with over a hundred beds, 
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even if she is appointed by the management committee, 
should be regarded as a direct employee of the regional 
board. These matrons should be represented by the 
inclusion of one in the membership of each management 
committee. 

NORMAN CAPENER. 


THE DUMPING SYNDROME 


Smr,—After reading your correspondent’s account of 
his disability (Nov. 12, p. 907), I, imagine that any 
conscientious practitioner will think twice before placing 
his ulcer patients in the hands of a surgeon. This 
patient has indeed endured a regrettable series of mis- 
fortunes, and I sympathise with his wish that he had 
retained his ulcer and his stomach—a sentiment no 
doubt echoed by his surgeon. 

There has lately been a good deal of interest in the 
dumping syndrome; and whatever its mechanism, 
I am sure that its frequency has been exaggerated. I 
cannot agree that this complication affects a consider- 
able proportion of gastrectomised patients, and I suggest 
that the severe grade experienced by the writer is quite 
uncommon ; certainly we have not seen an example 
in the last couple of hundred resections carried out in 
this unit. It would be wrong to allow individual— 
albeit unfortunate—experience to darken the merits 
of an operation which, in hands accustomed to its 
performance, is as safe as any comparable procedure 
and which has so many benefits to offer. In my experi- 
ence chronic ulcer cases submitted to partial gastrectomy 
are most grateful patients, and I regard it from all 
points of view as one of the more satisfactory operations 
in surgery. 

West Middlesex Hospital, Isleworth. 


Exeter. 


Louis A. IvVEs. 


CONTROL OF TUBERCULOSIS 


Sir,—I have read with interest the varying points of 
view expressed on this subject, and am a little dismayed 
at the gulf which appears to be fixed between the 
sanatorium doctor and chest physician. 

Surely Dr. Caldwell (Nov. 12, p. 910) has got to the 
toot of the problem by emphasising the necessity for 
the chest physician to have charge of the patient from 
notification right through to rehabilitation. If all chest 
physicians cannot yet have their own beds, they should 
at least have control of admissions to blocks of beds 
in the various institutions where their patients are 
treated, a proportion of the beds of each type being 
allocated to each clinic within the region. Only a small 
proportion of the total beds need then be reserved for 
filling by the regional board. By keeping constantly 
under review his own waiting-list, the chest physician 
could adjust the relative priorities for hospital admission, 
which change almost daily. Better use would then be 
made of the limited number of beds, and with personal 
control of his waiting-list the clinic physician would 
be careful not to block beds by admitting a patient 
to the wrong type of institution. Too often, by the 
time a patient is admitted his condition has changed 
radically for better or worse, and it has now become 
notoriously difficult to arrange transfers from one 
hospital or sanatorium to another, even within the 
same region. 

If carefully supervised, the enforced period of waiting 
need not necessarily cause great harm to the patient ; 
nearly all will benefit from a preliminary period of strict 
bed rest, which can often be made possible by the con- 
certed effort of the chest physician’s team. Postural 
reduction of cavitating disease may be gratifyingly 
successful when carried out at home under close super- 
vision, and pneumoperitoneum is an innocuous form 
of mechanical treatment which may help in controlling 
acute disease. It is, of course, important that the chest 
physician should be enabled to admit patients for 48 hours 
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for phrenic crush, and also for bronchoscopy—an 
investigation without which rational treatment often 
cannot be planned. 

Dr. Jeanes (Oct. 29) doubts the possibility of giving 
streptomycin at home. In this area it is done success- 
fully, in suitable cases, by the district nurse giving 
injections of 1 g. daily for 6-8 weeks, a course of para- 
aminosalicylic acid -being administered concurrently 
in the hope of delaying streptomycin resistance. 

With adequate rest some patients will improve to a 
surprising extent, and hospital treatment can be post- 
poned or even avoided. Others will improve so much 
at home that they become treatable by collapse therapy 
on admission to hospital, provided that by juggling 
with his waiting-list the supervising physician can 
arrange admission to hospital at the right moment. 
But there will be those whose progressive disease and 
lack of resistance, poor home conditions or difficult 
temperament make hospital treatment a matter of grave 
urgency. Yet such patients may have to wait many 
months for admission and may become untreatable, 
while beds are cluttered up with chronic or hopeless 
cases which would do just as well, or as badly, at home. 

While admiring the courage of those who induce 
pneumothoraces in the home [ feel that unless general 
hospitals immediately open 5% of their beds to cases of 
pulmonary tuberculosis, the only possible solution 
of the present bed shortage is the acceptance by sana- 
torium physicians of a shorter term of stay for their 
patients. Rather than strive by prolonged sana- 
torium treatment to render the disease of a few inactive, 
I submit that, as a short-term policy, we should aim 
at making the greatest possible number of persons sputum- 
negative, and leave convalescence where possible to the 
care of the chest physician. More use might also be 
made of outdoor shelters for chronic open cases, and 
local authorities could help to solve the problem of the 
ever-growing band of ‘‘ Homeless Hectors” by the 
provision of hostels and night sanatoria. 

The tuberculosis physician has a great task and 
great opportunities. The value of his work to the 
community has been recognised by the conferring of 
specialist and consultant status and the provision of far 
better facilities than ever before. In his aim of con- 
trolling tuberculosis by finding and treating or isolating 
the active cases, and employing general hygienic and 
specific prophylactic measures, he is assisted by a large 
team which includes the family doctor, thoracic surgeon, 
medical officer of health, tuberculosis health visitor, 
district nurse, home-help supervisor, children’s officer, 
housing manager, occupational and vocational therapist, 
and disablement rehabilitation officer. If the members 
of this team work together with a will, theirs, in the end, 
will be the victory. 


Lancaster House, Chest Clinic, E. G. Sita-LUMSDEN. 
Southend-on-Sea. 


Sir,—In the recent correspondence on this subject, the 
various writers were mostly concerned with the manage- 
ment of cases amenable to treatment. No mention has 
been made of the advanced cases, for which, because 
of the shortage of beds, sanatorium treatment is not 
contemplated. 

In most areas a priority system of admission to 
sanatorium operates, and of course medical superinten- 
dents do not like to see their beds blocked with cases 
for which very little can be done. It is forgotten that, 
left at home, the advanced cases are most dangerous 
as a source of infection. Any chest physician could 
cite countless examples of contact infection due to 
these people being left at home in unsuitable surroundings, 
when they should have been in hospital. Here again 
the shortage of beds operates, but this could be overcome 
by using some of the infectious-diseases hospitals for 
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this purpose. For instance, in one area, where there 
are three such hospitals in a five-mile radius, the average 
daily occupancy of beds in 1948 was as follows : 


Hospital Bed complement Average occupancy 
A in ea 36 5 “4 10 
B 24 <% 32 at <2 3 
Cc yt 3 30 on oe 4 


These hospitals are usually fully staffed, and no 
greater skill is required in nursing tuberculosis than 
other infectious diseases. With a little equipment these 
hospitals could admit, under the care of the chest 
physician, early as well as advanced cases. In this way, 
the number of early cases on sanatorium waiting-lists 
would be reduced, and they could admit a greater 
proportion of advanced cases. 

I am well aware that this is not an ideal arrangement, 
but it is certainly better than leaving the patient in a 
home where very few or no precautions are taken, or 
can be taken, against the spread of infection. 

Newcastle-on-Tyne. WILLIAM ROZNER. 

Srr,—The greatest immediate problem regarding 
tuberculosis in the U.K. is the shortage of sanatorium 
beds. 

A Ministry of Health statement (March, 1949) declares : 
“The reason for this is not the lack of sufficient accom- 
modation but the persisting shortage of nurses.’’ Many of 
the empty beds could be used by the further dilution of 
present nursing resources, as suggested by Dr. Bentley * ; 
by a greater use of patient help; and by the affiliation 
of general training schools for nurses with sanatoria. 
Such affiliation should enable every trainee to have three 
months’ experience, unobtainable elsewhere, of the most 
important disease affecting young adults. 

The Ministry’s statement overlooks, however, the, basic 
fact that’ in the U.K., compared with other countries 
with high standards of public health, there is a great and 
absolute insufficiency of beds. The following table, 
giving approximate figures for 1948, is interesting in this 
respect : 


Tuberculosis 
re Population, Death-rate Ratio of 
TT millions per 100,000 beds to 
(all forms) total deaths 

Denmark . . vie os 4-0 ; 25-0 ‘g 6:1 
Holland .. ‘4 oy 9-5 she 28-0 as4 
U.S.A. es +* ‘+ 143-4 30-0 Sta 
Canada <> oa 12-9 37-1 ee $21 
Ontario, Canada an 4-3 ot 19-2 «ca 4:1 
England and Wales ue 41-6 Pe 52-9 Staffed—1-3: 1 


If fully staffed 
16:1 


The ratio for Holland does not include over 400 beds in 
Switzerland, fully or partially subsidised. Belgium, 
whose bed problem at home is the same as that of the 
U.K., subsidises, partly or fully, ‘about 780 beds in 
Switzerland. Although £5 million was allowed for 
tourists to come to Switzerland this year, the U.K., with 
its much greater population and tuberculosis problem, 
does not use, officially or semi-officially, treatment 
facilities in Switzerland. 

In September I visited Leysin and Davos. I found 
there were, mostly in these two centres, 1000 empty 
beds which can be staffed. If only half of these were 
occupied by British patients, each for an average of six 
months, 1000 more patients a year could receive sana- 
torium treatment without delay. But, as the pound 
sterling has less than half of its 1930 exchange value in 
this country, the subsidies, which used to be paid by 
many local authorities for private treatment in Switzer- 
land, would have to be restored. Such subsidies could be 
based, as they were before July, 1948, on the cost of 
treatment in the U.K., and suitable patients selected by 
the regional medical specialists. 

Among the quarter of a million people suffering from 
active tuberculosis in the U.K., there must be at least 


1. Bentley, F. J. Lancet, 1948, i, 722. 
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five hundred who, with the help of these grants, could 
afford sanatorium treatment in Switzerland. If 500 beds 
were occupied continuously, the total amount of hard 
currency involved would be less than £450,000 in one 
year, of which about half would come from public funds. 
The new health Act, which is supposed to provide “ free 
treatment for all,’ handicaps the tuberculous patient, 
who could formerly, with the help of the subsidies, 
receive immediate treatment in a private sanatorium. 

Since the Ministry of Health cannot provide treatment, 
except after long delays, the grants should be restored to 
enable some patients to arrange their own private 
treatment. 


Montana Hall, Montana, 


mee HILARY ROCHE. 
Switzerland. 


BEDSIDE LOCKERS 

Sir,—I have read with considerable interest, and no 
little amusement, your leading article of Oct. 22 on the 
draft British standard for hospital bedside lockers. 
But while I respect your views, I am bound to say that 
in framing them you seem to have fallen into the common 
error of supposing that all that is needed to design a 
locker (or indeed, anything else) is “a little common- 
sense.” If it were not for the eccentric ideas of these 
designers, your argument seems to say, it would be the 
simplest thing in the world to construct a locker which 
would meet all the requirements and satisfy everybody. 

In fact, of course, it is well known that there is no sort 
of agreement on this matter among the different hospital 
authorities. So the problem becomes one of reconciling 
many divergent opinions by the introduction of a few 
obviously desirable improvements, and for the rest leaving 
the individual hospital free to express its own ideas. 

Not having served on the B.S.I’s. committee, I cannot 
say with what ideas they may have embarked on their 
inquiries; but it seems fairly clear from their con- 
clusions that they very quickly gave up any hope of 
arriving at the “ ideal” hospital locker. Instead, they 
have wisely limited their recommendations to those 
particular points of design and construction about which 
some useful measure of agreement could be found to 
exist. When they say, therefore, that ‘‘ compartments 
with doors are preferable to drawers,” they do not 
deny the usefulness of drawers, but merely point out 
that a majority of hospital authorities prefer compart- 
ments. Similarly with the decision to discourage the 
provision of urine-bottle compartments. For the rest, 
they have sensibly left a wide measure of choice to the 
individual hospital, concentrating their attention on 
such indisputable considerations as the need for sturdy 
construetion, mobility, and heat-resisting surfaces. 

Industrial Design and 


Development Ltd., 


FRANK MORTIMER. 
26, Albemarle Street, London, W.1. 


PRINCESS TSAHAI MEMOR‘AL HOSPITAL 


Sir,—May I appeal to your readers for contributions 
towards the funds of this hospital ? 

When the Emperor of Ethiopia, Haile Selassie, was driven 
from his country by the armies of Mussolini, Princess Tsahai, 
a girl of 17, came into exile in Britain, and at once sought work 
as a probationer nurse, so that she might be able to serve one 
of her country’s greatest needs when liberation came. She 
was not very strong, and a nurse’s training is hard, but she 
had all the qualities of a good children’s nurse: her matron 
wrote: ‘‘ Guy’s Hospital will remember her as one of whom 
it will always be proud.’ She was at Guy’s when it was 
bombed during the war. 

Ethiopia was liberated, and Princess Tsahai returned to 
her country, after five years’ service as a nurse in Britain, 
to find friends and relatives dead, thousands of homeless, 
maimed, and wounded, and thousands of orphaned children 
thronging the streets. She opened a home for the orphans, 
clinics, and dressing-stations, giving her knowledge and all 
her strength to the service of the sufferers. Then she married, 
and went with her husband to a remote district, where she at 


once opened a dressing-station, and had dreams of a hospital ; 
but, working too hard, she was struck down and died at the 
age of 22, lacking the skilled help she had devoted herself to 
bringing to others. 

It was to commemorate her life that some of us decided to 
build a hospital in Addis Ababa to her memory—a hospital 
with wards for children and maternity, and with provision 
for teaching and training. 

We set out to raise £100,000, and. have so far obtained 
£85,000. The hospital is built and partly equipped; and 
we want £15,000 to complete the enterprise. Those who give 
will be doing something to show in a foreign and backward 
country that the English-speaking race believes in mercy, 
pity, and loving-kindness—the qualities of which a hospital 
is the finest possible outward and visible sign. 


Donations should be sent to the hon. treasurers, 
Lord Horder and Lord Amulree, c/o Messrs. Gould and 
Prideaux, 88, Bishopsgate, London, E.C.2, the honorary 
accountants, who will gratefully acknowledge receipt. 

WINSTER 
Chairman. 


REGISTRARS 


Sir,—As a registrar with experience in a variety of 
hospitals, I wish to thank you for your leading article 
last week. I would, however, like to add to what has 
been said. 

There seems no doubt that the cash value of emolu- 
ments is going to be raised. Two principles, I think, 
need stating : 

1. The cash value of emoluments should not be more than 
the actual cost to the hospital of the services provided. I do 
not think that hospitals are justified in making a profit out 
of registrars. 

2. There should be no sliding-scale of emoluments depending 
on the income of the registrar. A man can only be expected 
to pay for what he gets, and not for what he theoretically 
might be expected to get. In one hospital it has been 
suggested that a resident registrar should pay £170 a year 
for his board and lodging. This is 27s. a week more than a 
houseman pays, and it is not possible in this particular 
hospital to find accommodation which would justify this 
difference. In another hospital a registrar is being asked to 
pay more for a bed-sitting room and his meals in the doctors’ 


dining-room than the matron is charged for a flat and her 
meals brought to her. 


Emoluments are important, but more important still 
are a registrar’s prospects. The crux of this problem is 
consultant establishments, for on the work and responsi- 
bilities demanded of a consultant depend the number 
of registrars and the responsibility they are expected 
to take. If a consultant is responsible for too many 
beds, his registrars will in effect be doing consultant 
work without the status of pay. Furthermore, such a 
consultant will probably have to have more registrars 
under him than a consultant with less responsibility. 
These registrars will be working under a double disability 
as they will also be lowering their overall chances of a 
consultant post. 

There is at present, when selecting registrars for 
consultant posts, a very definite prejudice against 
registrars from ex-local-authority hospitals. Registrars 
in these hospitals, even when the bed: consultant ratio 
is reasonable, nearly always take greater and more 
arduous responsibilities than registrars of an equivalent 
grade in other types of hospitals, particularly teaching 
hospitals. Their practical experience in both clinical 
and social problems is, because of their work, almost 
always greater and better balanced than that of those 
who have not stirred from a teaching hospifal. The 
standard of work in many ex-local-authority hospitals 
is very high, despite difficulties comparatively unknown 
in teaching and ex-voluntary hospitals. Nevertheless 


registrars in ex-local-authority hospitals are at a great 
disadvantage when competing for consultant posts, 
probably because they do not know the right people ; 
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but this disadvantage is made even more unjust by the 
excessively bigh bed:consultant ratio that is nearly 
always found in these hospitals. 

This issue of bed: consultant ratio has not yet been 
faced. Why, for example, is a full-time physician 
expected to be responsible in one area for 400 beds, in 
another for 150, and in yet another for 60? I can vouch 
for these figures. Until there is some generally accepted 
standard for consultant establishments there is no hope 
of a reasonable consultant : registrar ratio or of reason- 
able prospects for registrars. Unless something is done 
soon, the results of the present situation will be disastrous 
for both the public and the profession, and the cleavage 
between the ex-local-authority and ex-voluntary hospitals 
even greater than in the past. 


— 
ULOOV. 


CURARE AND PRECIPITATE LABOUR 
Str,—Why does Dr. Rollason, in the case reported 
by him last week, attribute the increase in uterine tone 
so definitely to curare? It was not the only drug em- 
ployed. What other effect upon uterine tone is to be 
expected, for instance, from 10% cyclopropane, which 
was also administered ? 
Windsor Forest. MiIcHAEL D. NOSWoRTHY. 


MEDICAL BIOPSIES 


Sir,—In your annotation under this heading last week 
I read: “ Of late years great strides have been made in 
the techniques of aspiration, or needle, biopsy.”” What, 
Sir, may I ask is a “ medical biopsy’; what are we to 
imagine that an “ aspiration, or needle, biopsy ” can be ; 
and wherever are we to find these “ great strides in 
techniques ”’ ? 

Is it possible that you assume that had Shylock been 
able to secure hemostasis he would have performed a 
lay biopsy,” or is your distinction merely one of dress 
whereby the excision of a lymph-node by a doctor in 
his shirtsleeves is medical, but if he puts on his “ full 
operative panoply’ (or takes reasonable aseptic pre- 
cautions) it is surgical ? Have such great technical strides 
been made that we can now see with the eye of a needle ? 
If so perhaps we need not yet despair of the aspirations 
of the camel. 

No Sir! Biopsies are examinations of the living, 
just as necropsies are examinations of the dead, and 
are usually made by pathologists, often with the help of 
microscopes. Pieces of tissue are being removed more 
frequently from tumours, bone-marrow, liver, and spleen 
for biopsy with a resulting valuable increase in diagnostic 
precision. The development of a few gadgets: for this 
purpose, however, hardly constitutes ‘‘ great strides in 
techniques.”’ The editorial blue pencil should be employed 
to help us maintain both a sense of propgrtion and a 
regard for the meaning of words. 


Royal Cancer Hospital, 
London, 8.W.3. 


D. W. SMITHERS, 


*,* Professor Smithers exposes a deficiency in the 
doctor’s vocabulary. By usage the “‘ medical treatment 
of peptic ulcer” has a limited connotation, and none 
would suppose that by this was meant medical, as 
opposed to lay, treatment. In the present instance any 
ambiguity in the title is surely dispelled by the opening 
sentence of the annotation, which Professor Smithers 
quotes. Just one of the ‘‘ gadgets ’’ to which he refers 
has caused medical change in our conception of the 
megaloblastic anemias. We fully agree with our 
correspondent, however, that all biopsies are less medical 
and surgical than pathological—Ep. L. 


THE DOCTOR’S CREED 


The concluding letters in this correspondence will 
appear next week. 


Parliament 


New Clauses to Amending Bill 


WHEN this Bill was considered in committee in the 
House of Lords on Nov. 17, Lord SHEPHERD moved 
the new clauses tabled by the Government.! The 
purpose of the first, he explained, was to add to the 
authority of the Medical Practices Committee. At 
present its functions were limited technically to granting 
applications by doctors not yet on a medical list, for 
inclusion in that list. But*it was important that the 
committee should have authority to look at all appli- 
cants. For instance, when a doctor on the list desired 
to appoint an assistant and the executive council for 
his area refused the appointment the doctor should be 
able to appeal to the Medical Practices Committee. The 
second clause, giving statutory authority for the proposal 
to make a charge for prescriptions, was drafted, Lord 
Shepherd pointed out, in general terms because the 
exact nature of the arrangements to be made had not 
yet been settled. But the charge would not exceed 
ls. and old-age pensioners would be exempt. War pen- 
sioners would continue to receive free treatment for 
their pensioned disabilities. The objeet of the amendment 
was twofold: it was to act as a deterrent to excessive 
or unnecessary resort to doctors and chemists, and to 
reduce expenditure. Eventually it might be possible to 
tackle these problems on other lines. The Central and 
Scottish Health Services Councils had set up a joint 
committee to advise whether it was desirable and 
practicable to restrict or discourage doctors from pre- 
scribing medicines of doubtful value or of unethical 
character, and unnecessarily expensive brands of stan- 
dard dtugs. The joint committee consisted of members 
suggested by the Standing Medical and Pharmaceutical 
Advisory Committees of England and Wales, the Scottish 
Medical, Pharmaceutical, and General Practitioner Ser- 
vices Advisory Committees, the three Royal Colleges, 
the Scottish Royal Medical Corporations, the British 
Medical Association, the British Pharmacopeeia Com- 
mission, and the Society of Apothecaries. It was too 
early to say what might be found possible on these 
lines, but it was conceivable that general acceptance of 
a list of drugs of recognised value, with the corollary 
that a doctor would be expected to justify the prescribing 
of any not so recognised or of unnecessarily expensive 
brands of recognised drugs, would in the long run be 
the better way of handling the problem. The clause was 
permissive and would enable the Minister to vary 
conditions governing these practices. 

Lord LLEWELLIN asked for an explanation of the 
term ‘‘ unethical’? medicine. The powers given under 
the clause were wide and the regulations would have to 
be watched when they were issued. He did not know 
whether the line of 1s. per prescription would work in 
practice. He was told that 70% of the prescriptions 
made under the National Health Service were not 
handled by the pricing-bureau, and if there was to be 
a charge of ls. for every prescription a much larger 
staff would be needed in the pricing-bureau, unless the 
intention was to make an average adjustment, as 
apparently had been done so far under the Health Acts. 
Was the price to be per prescription or per item on the 
prescription ? He urged that some provision should be 
made for people who had to take a drug, such as insulin, 
regularly. Lord SHEPHERD said he hoped the regulations 
would be issued before long. Of course there would have 
to be consultations about them. Not only would the 
question of prescribing be reviewed by the joint com- 
mittee, but there would also be consultation with the 
professional organisations about the details of the scheme 
for the recovery of charges. He admitted the difficulty 
of interpreting ‘‘ unethical medicine’’ but tentatively 
suggested that unethical treatment by the supply of 
drugs appeared to be something that stimulated the 
emotions. As to Lord Llewellin’s statement that 70% 
of the prescriptions were not handled by the pricing- 
bureau, an attempt was being made to secure a fairly 
inexpensive administrative system. The point about 
the repetition of prescriptions for a given complaint would 
receive consideration. 


1. See Lancet, Nov. 19, p. 968. 
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Finally Lord Shepherd moved the third new clause 
giving power to make regulations to charge for any use 
made of the National Health Service by people not 
ordinarily resident in this country. He said that reason- 
able use of our health services by those who fall ill 
when visiting this country was, in the Minister’s view, 
a part of hospitality ; but abuse by people who perhaps 
came here mainly to take advantage of a free service 
for which we had to foot the bill, was quite another 
matter. This clause was’ meant as a power to check 
abuse. 

QUESTION TIME 
Medical Education 


Mr. SOMERVILLE Hastings asked the Minister of Education 
to what extent suitability for the profession, as apart from 
scholastic attainments, are taken into consideration in select- 
ing students for scholarships and maintenance grants for 
training for the medical profession ; and what steps were taken 
to assess this.—Mr. GeorGE TOMLINSON replied: The assess- 
ment of suitability of candidates for the medical profession 
is mainly a matter for the medical schools, acceptance by 
which is one of the conditions of an award by my department 
or local education authorities. 

Mr. Hastincs: How many medical students are now in 
receipt of scholarships and maintenance grants provided by the 
State and local authorities, respectively, in England and 
Wales ; and how many were in receipt of similar awards in 
1938?—Mr. TomLtnson replied: At present 3071 awards by 
my department to medical students are current, of which 
2634 are under the Further Education and Training Scheme. 
The comparable figure for 1938 was 29, all of which were State 
scholarships. I am unable to state how many of the awards 
by local education authorities are for medical students. 

Mr. Hastines: What is the cost of medical education in 
England and Wales borne by your department?—Mr. 
TOMLINSON replied: The expenditure on medical education 
falling on my department is confined to awards to students. 
The estimated cost in the current year of awards made direct 
by the department is about £814,000. A substantial part 
of the expenditure by local education authorities on their 
awards to medical students is met by my department, but 
figures of this expenditure are not available. 


Cost of Prescriptions 


Dr. A. D. D. Brovauron asked the Minister of Health 
what was the average cost of National Health Service prescrip- 
tions; how much of that amount was dispensing fee ; and 
how much the cost of container—Mr. ANEURIN BEVAN 
replied: The average cost of National Health Service 
prescriptions in England and Wales is at present about 3s. 
Of that amount Is. }d. represents the average dispensing 
fee and 1}d. the average cost of containers. 

Mr. Witiram GaLLAcHER asked the Minister what con- 
sultations had taken place between him and representatives 
of the pharmaceutical industry in order to see how prices 
could be lowered to lessen the charge of prescriptions.— 
Mr. BEvAN replied: The prices to be paid for drugs supplied 
on National Health Service prescriptions are agreed between 
my department and the Central National Health Service 
(Chemist Contractors) Committee and are reviewed monthly. 
Significant reductions have been obtained in certain fields. 

Mr. GALLACHER: In view of the very great rate of profit 
made on some of these medicines would the Minister consider 
publishing a statement giving in detail the cost of various 
popular medicines and the profits being made out of them ? 
—Mr. Bevan: I would not have the information. 

Mr. F. W. Sxrnnarp asked the Minister what percentage 
of the prescription forms dealt with by the pharmaceutical 
pricing-bureaux carried a single prescription, and what per- 
centage more than two.—Mr. Bevan replied: Precise data 
are not available. Evidence before me suggests that the 
average percentages are about 60% and a little under 10% 
respectively. 

Dispensing by Doctors 


Mr. SkKINNARD asked the Minister what proportion of 
medicines prescribed under the National Health Service was 
dispensed by doctors.—Mr. BEvAN replied: No precise infor- 
mation is available, but the estimated proportion supplied 
by doctors under part Iv of the National Health Service 
Act is a tenth. 
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Dentists in the N.H.S. 


Dr. Broveuton asked the Minister what was the number of 
dentists serving in the National Health Service on July 5, 
1948 ; and what was the latest available figure—Mr. BEvAN 
replied : 4562 and (on Oct. 1, 1949) 9468. 


Hospital Accommodation 
In answering a question on this subject Mr. BEvAN stated 
that it was not intended to make any reduction in the capital 
programme of the health service. 


Calorific Value of Prison Diets 

Mr. J. A. Boyp-CarPpENTER asked the Home Secretary 
if he would state the average daily calorie value of the diet 
consumed at the latest convenient date by the inmates of His 
Majesty’s prison, specifying any differences that there might 
be in the cases of different classes of prisoners.—Mr. CHUTER 
Eb replied: The over-all average calorific value of prison 
diets on Nov. 8, 1949, was 3192. Particulars for the various 
classes are given as follows : 


‘ f . Men 3126 
Local Prisons . { Women 3015 
Regional and Central Prisons .. { al 4 
" P s0ys 3306 
Young prisoners 4 — 3155 


A Second Opinion 

Dr. A. D. D. Broveuron asked the Minister of National 
Insurance what persons were empowered by his regulations 
to refer cases to regional medical officers for a second medical 
opinion.—Mr. JAMES GRIFFITHS replied: The regulations 
empower me to require sickness benefit claimants to undergo 
examination for a second medical opinion. The local office 
manager refers the cases selected to a senior medical officer 
of the health department who consults the patient’s own 
doctor when deciding whether a case should go to the regional 
medical officer. The patient’s doctor is invited to be present 
at any examination. Dr. Broucuton: Is the Minister 
aware that some medical practitioners would like to be able 
to refer some of their own patients to regional medical officers 
for a second opinion on diagnosis and treatment, and will he 
discuss this matter with the Minister of Health with a view 
to making simple arrangements whereby general medical 
practitioners may refer cases in that way ? 

Mr. Grirrirus: Some of the general practitioners do refer 
cases to the regional medical officer, and that is a practice 
which we seek to encourage on every possible occasion. 


Unstaffed Hospital Beds in Scotland 
Mr. WitLt1aAM GALLACHER asked the Secretary of State 
for Scotland what was the number of unstaffed hospital beds 
in Scotland at the latest available date—Mr. ARTHUR 
WoopsurN: At Sept. 30, 1949, the number was estimated 
at 6500. 





Supply of Contraceptives to Soldiers 

Mr. Emrys Huaeuess asked the Secretary of State for War 
what were the regulations dealing with the supply of contra- 
ceptives to soldiers ——Mr. EMANUEL SHINWELL replied: 
In overseas commands, condoms are made available, as a 
free issue, to individuals who ask for them, with a view to 
the prevention of venereal disease. In the United Kingdom, 
where the risk of contracting venereal disease is considerably 
less, no contraceptives are issued. 


Anti-leprosy Measures in West Africa 

In answer to a question Mr. A. CREECH JONES, secretary 
of State for the Colonies, stated that in Nigeria there was 
a fully organised leprosy service and arrangements were being 
made to extend its activities from the areas in the south to 
the whole territory. Missionary bodies, already extensively 
engaged in leprosy work, were being brought fully into the 
programme, An experienced leprosy research officer had 
recently been appointed to the government service. A com- 
prehensive scheme for the future had been drafted and was 
now under consideration. 


Birth-control Advice in Nigerian Hospitals 
Mr. N. R. SoreNsEN asked the Minister if consideration 
had been given to the question of allowing birth-control 
advice to be given at appropriate hospitals and clinics in 
Nigeria similar to the circumstances where this advice was 
given through public medical authorities in this country.— 
Mr. Creech JONES. replied: So far as I am aware, no. 
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Obituary 





THOMAS PORTER McMURRAY 
C.B.E., M.CH. R.U.I., F.R.C.S.E. 


Professor McMurray, who retired last year from the 
chair of orthopedic surgery in the University of Liver- 
pool, died from a heart attack in London on Nov. 16. 
He was on his way to South Africa where he was to 
visit his son. 

Born in Belfast, the son of Samuel McMurray, he 
was educated there at the Royal Academy and the 
Queen’s University, where he graduated M.B. in 1910. 
Though he thus lacked Liverpudlian birth and breeding, 
he went to Liverpool the year after he qualified, to work 
under Robert| Jones, and thereafter he carried on 
the conservative tradition of the Liverpool school of 
orthopedics with almost native tenacity. 


In 1911 he took up his appointment as house-surgeon 
at the Royal Southern Hospital, where he afterwards 
became surgical tutor and regis- 
trar and later full surgeon. He 
was closely associated with 
Robert Jones in his work for 
children, and he joined the 
staffs of the Royal Liverpool 
Children’s Hospital and the 
Alder Hey Children’s Hospital, 
as well as the David Lewis 
Northern Hospital. He was 
also consultant orthopzedic sur- 
geon to the Lancashire County 
Council. During the 1914-18 

yar he was surgeon to the 
Military Orthopedic Hospital 
at Alder Hey and acted as 
inspector of orthopedic hos- 
pitals in Ireland. In 1919 he 
proceeded to his M.cH. degree 
and in 1926 he took his F.R.C.s.E. 

Of McMurray as a surgeon a colleague writes: ‘‘ He 
was a superb artist. Rapid and precise, he often used 
to say ‘ Don’t mess about; go in, do what you want 
to do, and get out again.’ As he got older he operated 
less and less, and he made a point of saying that the 
need for operating grew less as the surgeon grew older. 
Indeed, he was essentially conservative: he made no 
major change in method or practice, and in the last 
twenty years he never used screws or nails or plates. 
His examination of patients, whether in hospital or 
consulting-room, was brief and to the point. He wasted 
no time, gave his opinion confidently and succinctly, 
and cheered the patient with some short, snappy sentence 
like: ‘Go home and use it,’ ‘ We will fix it for you,’ 
or ‘ You’re a credit to us.’ He could be as brusque and 
as outspoken as Hugh Owen Thomas, as charming and 
kind as Robert Jones. At heart he was sensitive, disliking 
pretence and pomposity, full of contempt for fashions 
in treatment. He had a imp of mischief which popped 
out from time to time, and he enjoyed good-natured 
banter.” : 

For many years before his appointment to the chair 
in 1940 McMurray had been lecturer at the university, 
and many surgeons, in the Dominions as well as in 
this country, will remember his teaching with gratitude 
and satisfaction; for, like Robert Jones, he had the 
attribute of drawing young men to him and moulding 
them. He trained scores of orthopedic surgeons, shep- 
herded them afterwards, and secured posts for many. 
His ‘‘ boys”’ are scattered all over the globe, and they 
returned to him whenever they came back tc England. 
To his disciples he gave the things that cannot be learnt 
from books or even from personal experience. He 
detested formality and scorned academic teaching. The 
student was the apprentice whose natural place was 
with the patients, in clinics and in wards. One of them 
recalls his friendly warnings: ‘‘ You have read that in 
a book ” he would say reprovingly. ‘‘ Seal it laddie ”’ ; 
and ‘“‘ Don’t touch it laddie’’ were other characteristic 
sayings which have become, traditional. He never 
sought to impress students but only to enlighten them. 
More than anything he delighted in leading them up 
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the garden path, for he knew that then they would 
never forget the point at issue. Probably the deepest 
and most moving joy of his professional career came when 
his old students, at the dinner they gave in his honour, 
told him how much they owed to him over the quarter 
century which ended with his retirement from his chair 
last year. 

During the late war, besides doing invaluable work 
for the Emergency Medical Service as orthopedic con- 
sultant in the North, he undertook the organisation of 
special courses of instruction in traumatic sufgery. His 
gift of leadership and his ®onstant anxiety to help the 
younger men was also apparent when, early in the war, 
he became president of the British Orthopedic Association. 
A fellow member writes: ‘‘ Many, I think, must have 
been as impressed as I was by the masterly way in 
which he summed up a discussion, so that the younger 
members of the audience should receive a maximum of 
sound and useful information.’’ Very many will miss 
Professor McMurray at next year’s Liverpool meeting 
of the British Medical Association, of which he was 
president elect. 

R. W.-J. writes: ‘‘ The suddenness with which the 
alert vitality and boyish good humour of T. P. McMurray 
has been lost is still difficult to believe. Only in recent 
months he was still teaching postgraduate students from 
Australia, Canada, South Africa, and many other parts 
of the world. His teaching was forceful and dogmatic ; 
and in so far as Liverpool traditions were concerned 
almost intolerant. Only last week, when the Hugh Owen 
Thomas lecture was delivered in Liverpool, he welcomed 
back to the fold * a lost sheep,’ who reaffirmed principles 
taught by the founder of British orthopedic surgery. 
But the memory that is preserved by former students 
is that of a quick-witted, good-humoured kindliness 
warmed by an emotion amounting almost to sentimen- 
tality which McMurray “himself would never have 
admitted. Young surgeons throughout the world’ will 
long remember his clinical skill and astonishing dexterity, 
his stimulating teaching, and above all his capacity for 
kindness and deep affection.” 

Outside Liverpool McMurray also inspired respect and 
affection, and N. C. adds: ‘‘ His influence has been 
profound, and not least upon those who, like myself, 
were critical of some of the minor details of practice 
which he maintained. It was, however, upon fundamental 
ideas that he succeeded, and he never ceased to teach 
the dominant doctrine of Thomas and the first principle 
of orthopedics, physiological rest. In emphasising 
conservatism, he nevertheless contributed to the advance- 
ment of surgical practice. Characteristically “he took 
to himself little credit for the operations that go by his 
name. He preferred to acknowledge Lorenz as the 
originator of the osteotomy, which, as used by McMurray, 
is probably the best method of treatment for the 
un-united femoral neck fracture. The other variant for 
osteoarthritis of the hip was of particular value in 
correcting the element of deformity, but McMurray did 
not believe that it provided the ideal solution. His 
teaching was direct and practical. His own literary work 
was not voluminous, but he often contributed to scientific 
discussions and always with something worth hearing. 
His writings on the surgery of the hip and knee joints, 
onthe problems of slowly uniting fractures, and on rehabili- 
tation are characteristic. He wrote one of the best little 
textbooks on orthopedic surgery. McMurray was an 
apostle of orthodoxy based upon recognition of the 
importance to orthopedics of the biological processes 
of growth and repair.” ; 

For his retirement McMurray had bought Ystrad 
Cottage at Denbigh, where he enjoyed welcoming his 
friends. ‘‘ He carefully spelt the word Ystrad for you, 
and when you arrived, before you were allowed in the 
house, he would say ‘Come and see the garden.’ He 
would formally introduce you to the roses, and if it was 
the fruit season he would be concerned lest you had 
not brought a large enough basket to be filled with 
apples.” 

Professor McMurray’s first wife, formerly Miss Dorothy 
Hill, died in 1936. In 1944 he married Miss Winefred 
Evershed, who survives him. He also leaves by his 
first marriage a daughter and a son who is practising 
orthopedics in South Africa. 
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Notes and News 


MODIFIED RAPTURE 

Mass Observation have surveyed the National Health 
Service in an engaging book.' ‘‘ Do we really like it now 
we've got it ?”’ is the theme ; and doctors, before they open 
their lips to reply, should note that the answer was sought 
from patients as well. The doctors get their say, though, 
in a chapter contrasting the points of view of Dr. D and 
Dr. Y. “Dr. D is tall, thin, has a slight stoop and wears 
spectacles; he dresses carefully but conservatively in a 
dark suit and tie and an Anthony Eden hat.’ His partner, 
Dr. Y, is sturdy and slightly rotund. ‘‘ He wears expensive 
well-cut suits and looks successful.” Both doctors find 
flaws in the service, but their attitude to flaws is different. 
Readers will enjoy equating themselves with one if not the 
other. Then there is a very good chapter on 4 doctor’s 
day, through which Mass Observation’s investigator accom- 
panied Dr. D, even though it entailed 14 hours of active 
service and a night call to top it off. 

Patients too will find themselves in these pages—com- 
menting on the service, summing up the doctors, pronouncing 
upon health. Their praise for what is good in the N.H.S. 
might be described as British praise, tempered with caustic. 
““Most people can find something they don’t like about the 
new scheme,” the report says; ‘“‘ but most of them approve 
it as a whole. And in the last resort, when all the vexations 
and all the irritations have been aired, this woman’s comment 
remains unanswerable: ‘I like it that you haven’t got to 
pay.’”? She was one of those who used to hesitate to call 
the doctor to her children because she had not always the 
money ready to pay him. 

As for Ronald Searle’s mildly droll drawings—the Naldrett 
Press should make us all their debtors’ by publishing them 
as Christmas cards for doctors. But why does no artist ever 
look to see what a stethoscope is like ? 

BRITISH MEDICAL STUDENTS’ ASSOCIATION 

THE 8th annual meeting of this association was held in 
Edinburgh on Nov. 11-13. Among the subjects discussed was 
student health—a field in which the resources have been 
improved during the past year. The association has under- 
taken, together with the National Union of Students and other 
interested bodies, to investigate the possibility of arranging 
special facilities for tuberculous students whereby they may 
continue their studies as a form of occupational therapy under 
the supervision of a university and at the discretion of the 
physician in charge of the case. The work of the association 
on behalf of ex-Servicemen has been widely appreciated. 
Several anomalies in the administration of grants have been 
corrected, and the Ministry of Education has agreed to make 
a special concession in favour of medical students, and to 
continue some measure of financial support to the newly 
qualified ex-Service houseman who is supporting a family. 
The meeting appointed a secretary, who will be 
responsible not only for matters concerning ex-Service grants 
but also for advising students in receipt of other awards. 
It was noted that facilities for showing films are still inade- 
quate at many schools. There is at present no adequate 
medical-film catalogue, and the association has set up a film- 
viewing panel.to review medical films from the student’s 
viewpoint. Very successful clinical conferences have been held 
at Cardiff, Manchester, Sheffield, and Glasgow; and it was 
decided to encourage the holding of conferences for preclinical 
students, thus stimulating the interest of students at all 
stages in the work of hospitals in other parts of the country. 


grants 


P. L. C. Diggory, of University College Hospital, was 
elected president, and Jane Stanley Evans, of Cardiff, 


secretary, for 1949-50. 
PUTTING THE PATIENT AT HIS EASE 

INFORMATION leaflets for patients entering hospital are not 
easy to write. Some are fulsome yet convey little real 
concern for the patient’s comfort. Some are cold and formal, 
looking to the patient like a string of discouraging rules, 
A leaflet from Tindal General Hospital, Aylesbury, neatly 
avoids these clashing rocks. It is plain, friendly, straight- 
forward, and packed with useful facts. 

“It is hoped,”’ it begins sensibly, “‘ that your stay in this 
hospital will be as comfortable as possible.’ The correct 
postal address of the hospital, its telephone numbers, the 
address of the hospital management committee, the names of 


1. Meet Yourself at the Doctor’s. 
1949. j 


London: The Naldrett Press. 
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the medical superintendent, the matron, and the adminis- 


trative officer follow. Then the patient is told the name of 
his ward, the sister in charge of it, the physician or surgeon 
under whose care he will be (and he is told whether to call 
him Dr. or Mr.), and the house doctor who will give him 
day-to-day care. He is advised to ask the sister or the 
house doctor about medical or nursing problems, and the 
almoner about such things as certificates, transport, and con- 
valescent homes. He is told what are visiting times, how his 
friends can get visiting cards, what to do about his valuables, 
clothing, and ration-book, when meals are served, and what 
are the smoking and wireless hours. The times and places of 
religious services are given. The postal arrangements are 
explained, the library service described, the visits of the hair- 
dresser and chiropodist noted. He is invited to share in 
occupational therapy, to codperate about teaching, and to 
write and give nis comments when he gets home. 

There is perhaps one small flaw in the admirable document. 
A letter, he is told, will in any case be sent to his doctor ; but 
if, at the time of discharge, he wants to know more about his 
illness, he is “‘ to approach the house doctor, who will do his 
best to explain ’’; and if he wants further advice he should 
ask the physician or surgeon under whose care he has been. 
The morale of the patient seems here to be maintained at the 
expense of that of the houseman—who, poor fellow, has 
evidently not got the hang of the case. Would it not be more 
reassuring for all parties if the patient could be told that the 
houseman would in any case explain his illness to him; but 
that if he wanted further particulars the physician or surgeon 
would always willingly answer questions ? 


RESCUE FROM DROWNING 

A NEw type of life-saving gear for rescuing the drowning 
consists of a long double-loop formed by a circular buoyant 
cord divided in the centre with a sliding hitch forming two 
divisions—one for the casualty, and the other for the rescuer. 
The rescuer passes one loop over the shoulders to the chest of 
the casualty, presses the hitch close up, and then swims 
away with the other loop around his own chest and/or 
shoulders. In this way, it is claimed, the rescuer is left with 
his arms and legs free. The equipment, designed by Captain 
Ernest Adams, is obtainable, under the name ‘ Life-Loop,’ 
from Messrs. Siebe, Gorman & Co. Ltd., Neptune Works, 
Tolworth. 

SUBSIDIA MEDICA 

Tus new quarterly journal ! of which the first issue appeared 
in September, is published under the direction of Austrian 
specialists in pharmacology and related sciences. The chief 
aim is to provide information about new drugs, including 
their chemical structure, actions, and uses, side-effects, and 
contra-indications, dosage, forms available, manufacturers’ 
names, and official regulations concerned with their supply 
and use in Austria. Reviews will be a prominent feature ; 
and mercurial diuretics are dealt with in this first number. 
New apparatus and technical procedures are also described. 
The format is convenient and the typography excellent. 


MEDICAL PROGRAMMES ON TELEVISION 

IN a television programme on Nov. 21, Dr. R. D. Lawrence 
discussed the diagnosis and treatment of diabetes and Prof. 
C. H. Best, F.R.s., was seen in a specially filmed interview. This 
programme was one of a series designed to introduce the 
layman to medical procedures. The first, on Healing 
Chemicals, was introduced by Sir Alexander Fleming, 
F.R.S.; and a programme on surgery is to be presented next 
month. 

These are not the first features of medical interest which 
have been shown to Britain’s growing television audience. 
There have, for instance, been programmes on_ blood- 
transfusion and mass radiography ; these had rather obvious 
‘** propaganda ”’ implications, and the response, particularly 
to the latter, was considerable. Medical students and physio- 
therapy students and staff took part in a production on 
physiotherapy. The television microscope enables micro- 
organisms to be televised direct, without the intervention of 
film. Like other programmes, the Under the Microscope 
series was not formally educative, but the field was covered in 
a way which presupposed an intelligent audience ; for one 
programme the phase-contrast microscope was employed. 
These programmes have been given in the evening—the peak 
viewing period. Medical features of a more directly practical 
nature are included in the women’s programmes in the 





1. Subsidia Medica. Published quarterly by the Verlag Briider 
Hollinck, Vienna 3, Steingasse 25. Pp. 52. 6 Austrian shillings. 
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afternoon. Here there have been discussions and demon- 
strations on feet, with particular reference to posture; on 
proper diet ; on the treatment and prevention of burns and 
scalds ; and on the care of a patient in bed. A number of 
health films have been televised, such as those on mental 
health which are being shown at present ; and the work of the 
almoner and physiotherapist have been illustrated. It is hoped, 
when certain difficulties can be overcome, to include mother- 
craft demonstrations, and, as a further extension of the policy 
of propagating positive-health ideals and helping to dispel 
fear, to include in the children’s hour a featwre on dentistry. 
So far, there has unfortunately not emerged a medical 
‘ personality ”’ on television comparable to the Radio Doctor, 
but then neither was there a Radio Doctor in the Savoy Hill 
days. 

Any television programme must, of course, be not only 
visual but “‘ entertaining.’’ There are difficulties as well as 
opportunities in the medium, and it is encouraging that the 
pioneers at Alexandra Palace have not hesitated to show 
informative programmes, such as that on diabetes. The 
B.B.C. television authorities are always pleased to receive 
suggestions from doctors. 


‘*HIS FIGHTING CHANCE” 


TuIs is a ten-minute sound film made for the Ministry of 
Health by the Crown Film Unit, and obtainable in 16 and 
35 mm. from the Central Film Library. Largely made up of 
material from last year’s Polio Diagnosis and Management, 
this film is designed for showing in public cinemas; and 
Mrs. Roosevelt has recorded part of the commentary. Dealing 
chiefly with hospital care and reablement, it shows a baby 
and a young man at the beginning of their illness and at 
various later stages. It might usefully have explained some- 
thing of what happens to nerves and muscles in this illness ; 
but it is nevertheless well made and conveys the importance 
of keeping up the patient’s morale. 


HOW TO EAT AND DRINK 


Foup and wine are appropriately discussed at Christmas. 
In a book ! on these absorbing topics, Nell Heaton and André 
Simon offer sound information, pleasant reading, and elegant 
presentation, and awake a bitter-sweet nostalgia. André 
Simon we know as the doyen of the wine trade in London, 
president of the Food and Wine Society, and author of many 
articles on wine, its production and uses. In this volume 
he writes a concise and authoritative series of essays on wines 
and spirituous liquors, setting out all that a hostess or 
connoisseur needs to know. Nell Heaton has captured the 
market in the high-class Mrs. Beeton-in-the-original type of 
book and, as usual, manages to arouse an interest that rises 
above and beyond rationed foods. In addition she shows 
a pretty taste in quotation and introduces each month with 
an original, brief, rhythmic piece of prose. 


JEWELLERY AS A HANDICRAFT 

OccUPATIONAL therapy so often ends up with an object 
which nobody wants—a rug which is (unintentionally) a little 
askew, a set of table-mats in unwelcome colours, a lot of 
string belts, or a set of paintings remarkable rather for their 
therapeutic effect on the patient than their esthetic charm for 
his family. There is much to be said for teaching him, instead, 
to make simple ornaments of inexpensive materials which his 
wife and daughters can praise, and even wear for a time, 
without being committed to a long association. Last year 
the Worshipful Company of Goldsmiths arranged a conference * 
at which simple jewellery-making was discussed as a diversion 
for sick people and convalescents. Mr. Claude Geoffroy- 
Dechaume, who received a grant from the company to enable 
him to demonstrate the craft to occupational therapists, has 
now published an attractively illustrated book,® listing the 
tools and equipment needed and giving directions for the 
making of various little ornaments. It is written for the 
teacher rather than the student, and no tyro could expect to 
pick up jewellery-making from this book without the help of 
an instructor, anyhow in the initial stages ; or, indeed, without 
proper equipment, for though the tools are described as 
simple they are quite numerous and not all the sort which 
are found in the family tool-chest. The book shows a design 


1. A Calendar of Food and Wine. 
Huskinson. London: 

2. Lancet, 1948, ii, 315. 

3. Simple Craft Jewellery. London: Faber & Faber. 1949, 
Under the auspices of the Worshipful Company of Goldsmiths 
of London. Pp. 63. 6s. 6d. 


Illustrations by T. B. L. 
Faber & Faber. 1949. Pp. 268. 16s. 
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for a bench to be used on a bed ; 
instructor to guide him, any neat-handed person, man or 
woman, should be able to decorate his family to some tune 
If he can ally himself to the hospital dramatic society and 
provide the ornaments for their costume pieces so much the 


better. 


and with this, and a visiting 


University of Cambridge 

The degrees of M.B. 
on E. K. Westlake. 

Dr. J. R. Robinson has been appointed assistant director 
of research in experimental medicine, and Mr. C. L. Smith, 
PH.D., physicist with special reference to the applications of 
high-voltage apparatus to radiotherapeutics. 

University of London 

Dr. E. W. Walls has been appointed to the 8. A. Courtauld 
chair of anatomy at the Middlesex Hospital. The title of 
reader in anatomy has been conferred on Dr. Ruth Bowden 
in respect of her post at the Royal Free Hospital. : 

The degree of p.sc. has been conferred on _ Prof, 

J. Franklin. 

The governing body of the British Fusteniaate Medical 
Federation have appointed Brigadier D. C. Bowie, F.R.C.S.E. 
regional adviser in postgraduate medic t education for the 
North West Metropolitan hospital region from Feb. 1, 1950. 


, B.curr. have been conferred by proxy 


The following have been recognised as teachers of the 
ga siin * : 

yt B. Harris, anesthetics, W. S. MeConnell, anesthetics, 
z. 2H. ARink, anesthetics, T. H. Hills, radiology, Ralph Kauntze 
medicine, R. S. Lawrie, surgery, T. L. T. Lewis, obstetrics and 
gynecology R. C. MacKeith, children’s diseases, J. W. Mansie, 
dental surge ry, T. A. Munro, mental diseases, all at Guy’s Hospital : 
F. S. Cooksey, physical medicine, King’s College Hospital ; G. J. 
Cunningham, pathology, St. Bartholomew’s Hospital ; i 
Anderson, surgery, D. C. Shields, physical medicine, St. George’s 
Hospital; H. J. Wallace, dermatology, W. D. Wylie, anzesthetics 
St. Thomas’s Hospital; Henry Mec Ilwain, biochemistry, Tnstitute 
of Psychiatry; J. A. Fraser Reberts, hygiene and public health 
(medical genetics), R. F. Tredre, hygiene and public health (tropical 
hygiene), London School of Hygiene. 
Royal College of Physicians 

Prof. W. H. Wynn will deliver the Fitzpatrick lectures 
on Tuesday atid Thursday, Dec. 6 and 8, at 5 P.m., at the 
college, Pall Mall East, S.W.1. Continuing the survey of 
Pestilence of War which he began last year, he will deal with 
the 6th to the 15th century in his first lecture, and the 16th 
to 19th century in his second. 
Royal Coilege of Obstetricians and Gynecologists 

At a recent examination for the diploma in obstetrics the 
following were successful : 

yg oe Janet W. ; : 
Margaret Barber, G. T. D. Barr, P. R. Birks, Grace F. M. Braid, 
EK. R. Broaibe rry, Pd . Bromfield, A. M. Buchanan, J. 5S. ¢ aldwell, 
I. C. Campbell, J. E. Garrick, ney n A. Cawson, A. R. Cini, Patrick 
Coffey, M. I. Cookson, Janette G. Cowie, Mary Creevey, Margery N. 
Cummins, E. C. Davies, neni! S. Dawe, A. M. Dawson, Binapani 
Dei, Chris tabel M. Dickie, E. M. Edwards, BR. ks Edwards, M. WwW. 
Eddings, 8S. E. Ellison, James Elstub, R. N. M. Eminson, 5. ©. 
Farman, Margaret M. Ferguson, M. 8. Flangan, ——— 
Freier, William Gavin, G. S. Hargrave, R. T. T. Harrison, R. D. © 
Hart, Brenda M. Hilton, Catherine M. Hoyle, B. W. Hughes, E. N. 
Hugh-Jones, R. C. Humphreys, Barrymore Humphries, Mary H. 
Hutcheon, —— Khaserao Jadhav, John James, R. Jameson, 
Alexander Jamieson, R. D. Johnstone, Barbara Jones, Artin Karnik 
Kantarjian, Thomas Kelly, H. A. Kelse y, Colette D. G. Le Doux, 


Anderson, Jerzy Arendt, 





M. i Lewis, Alistair Macarthur, I. M. G. Mackay, E. A. McColl, 
A. McDougall, I. D. Mackichan, C. A. Martin, Kazimierz Antoni 
ey G. C. Mathers, Stanley Mercer, T. J. M. Monteith, A. C. 


Malvaney, Amnah Sabri Murad, D. R. Murley, A. G. Murray, 
E. M. O’Dwyer, J. P. O’Dwyer, Mary G. O’Hare, R. A. O’Shea, 
R. L. Osmont, Margaret G. Oyston, R. A. O’G. Pearson, Alexé 67) 
Persey, M. J. Peto, Sonia A. Purdie, Irene Rajaratnam, G. F. 
Ramsden, G. H. Rees, G. T. Salter, R. 8S. Saxton, R. T. Sears, T. B. 
Sherry, Mary A. Shirreffs, Margaret L. Smith, Mary Smith, R. J. 
Sollars, J. W. Squire, W. Stedman, Anne M. Stewart, Elizabeth 
Stewart, N. G. G. Talbot, T. J. Thompson, Sheena M. Tosh, A. ¢ 
Turner, P. V. Wadsworth, Jeffrey Walsh, Abraham Wallac h, 
N. H. Warburton, A. D. J. Watt, A. R. Webster, Elisabeth M. White, 
Margaret O. Will, L. J. Wood, A. J. Woolf, Ma Aye Yin. 


Institute of Psychiatry 

On Thursday, Dec. 1, Prof. W. E. Le Gros Clark, F.R.s., 
will lecture on the Visual System, and on Thursday, Dec. 8, 
on the So-called Rhinencephalon. Both lectures will take 
place at 4.30 p.m. at the Maudsley Hospital, Denmark Hill, 
London, 8.E.5. 











Bolton Royal Infirmary 

On Thursday, Dec. 1, at 3.15 p.m., Dr. Harold Balme, 
medical officer in charge of rehabilitation at the Ministry of 
Health, will open the extensions to the department of physical 
medicine and rehabilitation at this hospital. 
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National Health Service Tribunal 

The address of the clerk to this tribunal is now R. B. Cooke, 
Solicitor, 2, John Adam Street, Adelphi, London, W.C.2 
(TEMple Bar 6055). 
Research Board for the Correlation of Medical Science 

and Physical Education 

The William Hyde Award (£300) for 1948, for work in 
connexion with physical medicine, has been given to Dr. J. M. 
Tanner, lecturer in physiology at St. Thomas’s Hospital. 
West of England and Wales Society of Dermatology 

The inaugural meeting of this society was held at Bristol on 
Oct. 28 when Dr. Clifford Evans took the chair. It was 
decided to hold three clinical meetings each year—one will 
will be at Bristol in October, one in Wales in January, and 
one in Gloucester, Plymouth, or Exeter in April. Further 
information may be had from Dr. Robert Warin, the hon. 
secretary, 18, Mortimer Road, Clifton, Bristol, 8. 
British Commonwealth and Empire Nurses War 

Memorial Fund 

This fund was inaugurated by the Nursing Mirror in 1946 
to furnish a memorial chapel in Westminster Abbey and to 
found postgraduate travelling scholarships for 
midwives. 


nurses and 
Over £70,000 has been subscribed already. When 
the appeal for the fund is complete permanent arrangements 
for administration of the scholarship fund will be made, but as 
several scholarships have been given outright the council 
has decided to make an interim award in 1950 of eight 
scholarships, each of £350. Further particulars may be had 
from the scholarships secretary of the fund, Dorset House, 
Stamford Street, London, 8.E.1 
Registrars’ Groups 

At a meeting of registrars from six hospitals of the North 
East Metropolitan region, on Nov, 3, it was decided to form 
a registrars’ group, and a provisional committee was elected. 
All registrars in this region are invited to attend a general 
meeting at Mile End Hospital, Bancroft Road, London, E.1, 
on Thursday, Dec. 8, at 8 P.M., when it is proposed to form 
a permanent committee. 

In the Leeds region the committee of the mewly formed 
group is made up of representatives from seven sub-regions. 


Further information may be had from the group’s hon. 
secretary, Dr. P. R. R. Clarke, County Hospital, York. 
Institute of Medical Laboratory Technology 

At the annual meeting of this institute in Oxford on 


July 29, the following exemptions from institute examinations 
were approved. 

Exemption from the final examination for associateship may be 
granted to those with a science degree (or associateship of the 
Royal Institute of Chemistry) in approved subjects, where the candi- 
date has had not less than one year’s experience in approved patho- 
logical laboratories. The above may qualify for fellowship by thesis 
after a further three years’ experience. 

Exemption from the intermediate examination may 


be granted 
to those having not than 15 years’ experience 


less in approved 


pathological laboratories prior to July 29, 1949. 
Copies of the institute’s memorandum and articles of 
association may be obtained (price ls. 2}d.) from the 


registered office, 76, Brewer Street, W.1. 
London School of Hygiene and Tropical Medicine 

Prof. 
of the school. 
February, 1950. 

Dr. Topping, who is 58 years of age, graduated M.B. at 
University of Aberdeen in 1914 and served with the R.A.M.C. in 
Gallipoli and Mesopotamia during the first world war. For some 
years he was senior medical officer at Abadan in Persia, and on his 
return to England he became medical officer of health for Rochdale. 
After a period of service in the London fever hospital service, he 
was deputy medical officer of health to the London County Council 
and lecturer in public health at Charing Cross Hospital medical 
school. After the world war he deputy chief of 
the relief services UNRRA and later director of health of the 
European division. Dr. Topping is at present professor of social 
and preventive medicine in Manchester University. In 
published, with Sir Archibald Gray, for the Ministry of H« 
Survey of the Hospital Services in London and the South-East ¢ 
He was elected F.R.C.P. in 1946, 


London, 


Andrew Topping has been appointed whole-time dean 
He will take up his duties in the middle 


the 


second 


of 


became 
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The Royal Society of Medicine is to publish a full account 
of the symposium on psychosurgery by United States speakers, 
which was held by the psychiatry section of the society 
on Sept. 12 and 13, and was reported briefly in these columns 
(Sept. 24, p. 562). Application for copies, price 7s. 6d. each, 
should be made the editors, 1, 
Street, London, 
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TO DEC. 3 
Monday, 28th 
MEDICAL SOCIETY OF 
8.30 P.M. Dr. S. L. 
Tuesday, 29th 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 
3.45 P.M. Dr. C. H. Andrewes, F.R.s.: V 
in the Light of Recent Work. 
Fund lecture.) 
INSTITUTE OF DERMATOLOG 
5 P.M. yr. W.N. 
Thursday, Ist 


ROYAL COLLEGE 


LONDON, 11, Chandos Street, W.1 
Simpson, Dr. E. B. Strauss : Impotence. 


W.C.2 
Virus Theory of Cancer 
(Imperial Cancer Research 


y, Lisle Street, W.C.2 
Goldsmith : Lupus Erythematosus. 


OF SURGEONS 


5 P.M. (With the Institute of Laryngology and Otolegy.) Prof. 
Geoffrey Jefferson, F.R.Ss.: Intracranial Abscess. 
UNIVERSITY OF LONDON 
5.30 p.m. (London School of Hygiene, Keppel Street, W.C.1.) 
Dr. J. H. Sheldon: Problems of Old Age. 
INSTITUTE OF DERMATOLOGY 
5p.M. Dr. L. Forman: Ulceration of the Mouth. 
INSTITUTE OF PSYCHIATRY 
4.30 P.M. (Maudsley Hospital, S.E.5.) Prof. W. E. Le Gros 


Clark, F.R.8.: The Visual System. 
Sr. GEORGE’S HOSPITAL MEDICAL SCHOOL, 8.W.1 


4.30 P.M. Dr. Anthony Feiling * ts urology lecture-de < es 
R0YAL PHOTOGRAPHIC SOCIETY, Princes Gate, S.W 
7 P.M. Medical Group. Mr. "ie ~dley Atkins, P rof. a... 8, 


Pickering: Criticism of Lantern Slides from a Medical 
Point of View. 


HONYMAN GILLESPIE LECTURE 
5 pM. (University New Buildings, Teviot Place, Edinburgh.) 
Dr. D. M. F. Batty: ¢ ‘irrhosis of the Liver. 


Friday, 2nd 
UNIVERSITY OF LONDON 
4.30 p.M. (King’s College 
Geoffrey Keynes : 


Hospital Medical School, S.E.5.) 
Surgery of the Thyroid. 
MAIDA VALE HOospPITAL FOR NERVOUS DISEASES, W.9 
5 P.M. Dr. Helen Dimsdale: Clinical demonstration. 
Saturday, 3rd 
YORK MEDICAL SOcIETy, 
8.30 P.M. 


Mr. 
(Legg lecture.) 


17, Stonegate 
Prof. Martin Rushton : 


Appointments 


TEMPLE, L. J., M.B. Lond., F.R.C.S.: consultant thoracic 
Stoke-on-Trent group of hospitals, for duty at the 
Joint Sanatorium. 

THOMAS, G. H., M.B. Lpool, D.M.R.D. : 
group of hospitals. 


London County Council Public Health Department 
Assistant medical officers : 


Deformities of the Jaw. 





surgeon, 
Cheshire 


consultant radiologist, Walsall 


FLEMING, Mary, M.B. Belf. 
FOLEY, CATHERINE, M.B. N.U.I. 
FOXE, ANTHONY, M.B., D.P.H. 
MATHERS, RUTH, M.B. Lond. 
PAUL, JACK, M.B., D.C.H. 
SHERRIFF, G. G., M.B. Edin., D.P.H. 
SIMPSON, ESTHER, M.D. Lond., M.R.C.P., D.C.H. 
Births, Marriages, and Deaths 
BIRTHS 
Barrp.—On Noy. 10, at Guildford, the wife of Dr. J. T. Baird 
a son. 
DONALD.—On Nov. 16, at Inverness, the wife of Dr. W. A. J. 
Donald—a daughter. 
MARRIAGES 
HARRISON—LAMB.—On Nov. 18, in Auckland, New Zealand, 
William Rhodes Harrison, M.R.C.s., to Elisabeth Allison Lamb. 
DEATHS 
CLuTron.—On Nov. 19, at Crowland, Frank Husband Clutton, 
M.R.C.S., aged 78. 
HARDING.—On Nov. 13, Robert Dennis Harding, B.A., D.M.Oxfd, 
M.R.C.P., D.T.M. & H. 
McMurray.—On Novy. 16, in London, Thomas Porter McMurray, 
C.B.E., M.B., M.CH. R.U.I., F.R.C.S.E., aged 61. 
THomson.—On Nov. 16, Andrew George Anderson Thomson, 
M.A., M.B. Aberd. 

Prof. Crighton Bramwell is returning on Dec. 8 from a 
three-week tour in Italy where he is lecturing on behalf of 
the British Council. 

Mr. C. Price Thomas and Dr. Robert Machray have left for 


Portugal where they are 
of the British Council. 
Dr. 


to give a series of lectures on behalf 


Darma Setiawan, former minister health in the 


republican government of Indonesia and now personal adviser 
to the republican premier of Indonesia, is visiting this country 
at the invitation of the British Council to study public health 
and hygiene in Britain and in particular the National Health 
Service. 
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I ntroducing a new preparation 
for rapid restoration 


4 of blood haemoglobin 








IVIRON 


INTRAVENOUS IRON 











Safe, reliable, economical, ensuring utilisation of 
the iron given, and avoiding the constipation and 
other alimentary side-effects associated with oral 


iron therapy. 


BRITISH SCHERING 


LIMITED 





229-231 KENSINGTON HIGH STREET, W.8 
Telephone WEStern 8111 








eemniehe Pre~Natal Balance. 
fn 
As pregnancy advances, the main concern of C7 
OS 


the doctor in charge is to preserve the nutritional 
balance of the mother against the undeniable demands of 
the foetus. 
Even when all the protective foods required are available 
in sufficient quantity, and the mother’s appetite is normal. 
there is still everything to be said for the rationale of taking 
prophylactic measures against the development of latent 
deficiencies. Pregnavite supplies, in rational dosage, precisely 
those protective nutritional factors any shortage of which 
will undoubtedly weaken the mother’s reserves and may 
also imperil the pregnancy. 

* The recommended daily dose provides: vitamin A 2,000 

i.u., vitamin D 300 i.u., vitamin B: 0.6 mg., vitamin C 20 mg., 

vitamin E 1 m.g., nicotinamide 25 mg., calc. phosph. 480 mg., 


ferr. sulph. exsic. 204 mg., iodine, manganese, copper, not 
less than 10 p.p.m. each. 


PREGNAVITE 


Protects the Mother. ..Safeguards the child 





A single* supplement for safer pregnancy 


VITAMINS LIMITED, UPPER MALL, LONDON, W.6 YY) 
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Notes and News _ 





MODIFIED RAPTURE 

Mass Observation have surveyed the National Health 
Service in an engaging book.' ‘‘ Do we really like it now 
we've got it ?”’ is the theme; and doctors, before they open 
their lips to reply, should note that the answer was sought 
from patients as well. The doctors get their say, though, 
in a chapter contrasting the points of view of Dr. D and 
Dr. Y. ‘Dr. D is tall, thin, has a slight stoop and wears 
spectacles; he dresses carefully but conservatively in a 
dark suit and tie and an Anthony Eden hat.” His partner, 
Dr. Y, is sturdy and slightly rotund. ‘‘ He wears expensive 
well-cut suits and looks successful.”” Both doctors find 
flaws in the service, but their attitude to flaws is different. 
Readers will enjoy equating themselves with one if not the 
other. Then there is a very good chapter on a doctor’s 
day, through which Mass Observation’s investigator accom- 
panied Dr. D, even though it entailed 14 hours of active 
service and a night call to top it off. 

Patients too will find themselves in these pages—com- 
menting on the service, summing up the doctors, pronouncing 
upon health. Their praise for what is good in the N.H.S. 
might be described as British praise, tempered with caustic. 
““Most people can find something they don’t like about the 
new scheme,” the report says; ‘“‘ but most of them approve 
it as a whole. And in the last resort, when all the vexations 
and all the irritations have been aired, this woman’s comment 
remains unanswerable: ‘I like it that you haven’t got to 
pay.’”’ She was one of those who used to hesitate to call 
the doctor to her children because she had not always the 
money ready to pay him. 

As for Ronald Searle’s mildly droll drawings—the Naldrett 
Press should make us all their debtors by publishing them 
as Christmas cards for doctors. But why does no artist ever 
look to see what a stethoscope is like ? 


BRITISH MEDICAL STUDENTS’ ASSOCIATION 

THE 8th annual meeting of this association was held in 
Edinburgh on Nov. 11-13. Among the subjects discussed was 
student health—a field in which the resources have been 
improved during the past year. The association has under- 
taken, together with the National Union of Students and other 
interested bodies, to investigate the possibility of arranging 
special facilities for tuberculous students whereby they may 
continue their studies as a form of occupational therapy under 
the supervision of a university and at the discretion of the 
physician in charge of the case. The work of the association 
on behalf of ex-Servicemen has been widely appreciated. 
Several anomalies in the administration of grants have been 
corrected, and the Ministry of Education has agreed to make 
a special concession in favour of medical students, and to 
continue some measure of financial support to the newly 
qualified ex-Service houseman who is supporting a family. 
The meeting appointed a grants secretary, who will be 
responsible not only for matters concerning ex-Service grants 
but also for advising students in receipt of other awards. 
It was noted that facilities for showing films are still inade- 
quate at many schools. There is at present no adequate 
medical-film catalogue, and the association has set up a film- 
viewing panel to review medical films from the student’s 
viewpoint. Very successful clinical conferences have been held 
at Cardiff, Manchester, Sheffield, and Glasgow; and it was 
decided to encourage the holding of conferences for preclinical 
students, thus stimulating the interest of students at all 
stages in the work of hospitals in other parts of the country. 

P. L. C. Diggory, of University College Hospital, was 
elected president, and Jane Stanley Evans, of Cardiff, 
secretary, for 1949-50. 


PUTTING THE PATIENT AT HIS EASE 

INFORMATION leaflets for patients entering hospital are not 
easy to write. Some are fulsome yet convey little real 
concern for the patient’s comfort. Some are cold and formal, 
looking to the patient like a string of discouraging rules, 
A leaflet from Tindal General Hospital, Aylesbury, neatly 
avoids these clashing rocks. It is plain, friendly, straight- 
forward, and packed with useful facts. 

“It is hoped,” it begins sensibly, ‘‘ that your stay in this 
hospital will be as comfortable as possible.” The correct 
postal address of the hospital, its telephone numbers, the 
address of the hospital management committee, the names of 
1." Meet Yourself at the Doctor’s. London: The Naldrett Press. 

1949. Pp. 70. 3s. 6d. 
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the medical superintendent, the matron, and the adminis. 
trative officer follow. Then the patient is told the name of 
his ward, the sister in charge of it, the physician or surgeon 
under whose care he will be (and he is told whether to cal} 
him Dr. or Mr.), and the house doctor who will give him 
day-to-day care. He is advised to ask the sister or the 
house doctor about medical or nursing problems, and the 
almoner about such things as certificates, transport, and con. 
valescent homes. He is told what are visiting times, how his 
friends can get visiting cards, what to do about his valuables, 
clothing, and ration-book, when meals are served, and what 
are the smoking and wireless hours. The times and places of 
religious services are given. The postal arrangements are 
explained, the library service described, the visits of the hair. 
dresser and chiropodist noted. He is invited to share in 
occupational therapy, to codperate about teaching, and to 
write and give nis comments when he gets home. 

There is perhaps one small flaw in the admirable document. 
A letter, he is told, will in any case be sent to his doctor; but 
if, at the time of discharge, he wants to know more about his 
illness, he is “ to approach the house doctor, who will do his 
best to explain ’’; and if he wants further advice he should 
ask the physician or surgeon under whose care he has been, 
The morale of the patient seems here to be maintained at the 
expense of that of the houseman—who, poor fellow, has 
evidently not got the hang of the case. Would it not be more 
reassuring for all parties if the patient could be told that the 
houseman would in any case explain his illness to him; but 
that if he wanted further particulars the physician or surgeon 
would always willingly answer questions ? 


RESCUE FROM DROWNING 

A NEW type of life-saving gear for rescuing the drowning 
consists of a long double-loop formed by a circular buoyant 
cord divided in the centre with a sliding hitch forming two 
divisions—one for the casualty, and the other for the rescuer. 
The rescuer passes one loop over the shoulders to the chest of 
the casualty, presses the hitch close up, and then swims 
away with the other loop around his own chest and/or 
shoulders. In this way, it is claimed, the rescuer is left with 
his arms and legs free. The equipment, designed by Captain 
Ernest Adams, is obtainable, under the name ‘ Life-Loop,’ 
from Messrs. Siebe, Gorman & Co. Ltd., Neptune Works, 
Tolworth. 


SUBSIDIA MEDICA 

Tuts new quarterly journal ! of which the first issue appeared 
in September, is published under the direction of Austrian 
specialists in pharmacology and related sciences. The chief 
aim is to provide information about new drugs, including 
their chemical structure, actions, and uses, side-effects, and 
contra-indications, dosage, forms available, manufacturers’ 
names, and official regulations concerned with their supply 
and use in Austria. Reviews will be a prominent feature; 
and mercurial diuretics are dealt with in this first number. 
New apparatus and technical procedures are also described. 
The format is convenient and the typography excellent. 


MEDICAL PROGRAMMES ON TELEVISION 
In a television programme on Nov. 21, Dr. R. D. Lawrence 


discussed the diagnosis and treatment of diabetes and Prof. § 


C. H. Best, F.R.s., was seen in a specially filmed interview. This 
programme was one of a series designed to introduce the 
layman to medical procedures. The first, on. Healing 
Chemicals, was introduced by Sir Alexander Fleming, 
F.R.S.; and a programme on surgery is to be presented next 
month. 

These are not the first features of medical interest which 
have been shown to Britain’s growing television audience. 
There have, for instance, been programmes on_blood- 
transfusion and mass radiography ; these had rather obvious 
“* propaganda ”’ implications, and the response, particularly 
to the latter, was considerable. Medical students and physio- 
therapy students and staff took part in a production on 
physiotherapy. The television microscope enables micfo- 
organisms to be televised direct, without the intervention of 
film. Like other programmes, the Under the Microscope 
series was not formally educative, but the field was covered in 
a way which presupposed an intelligent audience ; for one 
programme the phase-contrast microscope -vas employed. 
These programmes have been given in the evening—the peas 
viewing period. Medical features of a more directly practical 
nature are included in the women’s programmes in the 


1. Subsidia Medica. Published quarterly by the Verlag Briidet 
Hollinck, Vienna 3, Steingasse 25. Pp. 52. 6 Austrian shilling. 
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afternoon. Here there have been discussions and demon- 
strations on feet, with particular reference to posture; on 
proper diet ; on the treatment and prevention of burns and 
scalds ; and on the care of a patient in bed. A number of 
health films have been televised, such as those on mental 
health which are being shown at present ; and the work of the 
almoner and physiotherapist have been illustrated. It is hoped, 
when certain difficulties can be overcome, to include mother- 
craft demonstrations, and, as a further extension of the policy 
of propagating positive-health ideals and helping to dispel 
fear, to include in the children’s hour a feature on dentistry. 
So far, there has unfortunately not emerged a medical 
“personality ” on television comparable to the Radio Doctor, 
but then neither was there a Radio Doctor in the Savoy Hill 
days. 

Any television programme must, of course, be not only 
visual but “‘ entertaining.”” There are difficulties as well as 
opportunities in the medium, and it is encouraging that the 
pioneers at Alexandra Palace have not hesitated to show 
informative programmes, such as that on diabetes. The 
B.B.C. television authorities are always pleased to receive 
suggestions from doctors. 


‘HIS FIGHTING CHANCE” 


TuIs is a ten-minute sound film made for the Ministry of 
Health by the Crown Film Unit, and obtainable in 16 and 
35 mm. from the Central Film Library. Largely made up of 
material from last year’s Polio Diagnosis and Management, 
this film is designed for showing in public cinemas; and 


Mrs. Roosevelt has recorded part of the commentary. Dealing - 


chiefly with hospital care and reablement, it shows a baby 
and a young man at the beginning of their illness and at 
various later stages. It might usefully have explained some- 
thing of what happens to nerves and muscles in this illness ; 
but it is nevertheless well made and conveys the importance 
of keeping up the patient’s morale. 


HOW TO EAT AND DRINK 


Foup and wine are appropriately discussed at Christmas. 
Ina book ! on these absorbing topics, Nell Heaton and André 
Simon offer sound information, pleasant reading, and elegant 
presentation, and awake a bitter-sweet nostalgia. André 
Simon we know as the doyen of the wine trade in London, 
president of the Food and Wine Society, and author of many 
articles on wine, its production and uses. In this volume 
he writes a concise and authoritative series of essays on wines 
and spirituous liquors, setting out all that a hostess or 
connoisseur needs to know. Nell Heaton has captured the 
market in the high-class Mrs. Beeton-in-the-original type of 
book and, as usual, manages to arouse an interest that rises 
above and beyond rationed foods. In addition she shows 
a pretty taste in quotation and introduces each month with 
an original, brief, rhythmic piece of prose. 


JEWELLERY AS A HANDICRAFT 


OccupationaL therapy so often ends up with an object 
which nobody wants—a rug which is (unintentionally) a little 
askew, a set of table-mats in unwelcome colours, a lot of 
string belts, or a set of paintings remarkable rather for their 
therapeutic effect on the patient than their esthetic charm for 
his family. There is much to be said for teaching him, instead, 
to make simple ornaments of inexpensive materials which his 
wife and daughters can praise, and even wear for a time, 
without being committed to a long association. Last year 
the Worshipful Company of Goldsmiths arranged a conference ? 
at which simple jewellery-making was discussed as a diversion 
for sick people and convalescents. Mr. Claude Geoffroy- 
Dechaume, who received a grant from the company to enable 
him to demonstrate the craft to occupationai therapists, has 
now published an attractively illustrated book,® listing the 
tools and equipment needed and giving directions for the 

ng of various little ornaments. It is written for the 
vacher rather than the student, and no tyro could expect to 
pick up jewellery-making from this book without the help of 
aninstructor, anyhow in the initial stages ; or, indeed, without 
Proper equipment, for though the tools are described as 


simple they are quite numerous and not all the sort which. 


are found in the family tool-chest. The book shows a design 


LA Calendar of Food and Wine. 
Huskinson. London: 





Illustrations by T. B. L. 
‘ Faber & Faber. 1949. Pp. 268. 16s. 
2. Lancet, 1948, ii, 315. 


Simple Craft Jewellery. London: Faber & Faber. 1949. 
Under the auspices of the Worshipful Company of Goldsmiths 
of London. Pp. 63. 6s. 6d. 
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for a bench to be used on a bed; and with this, and a visiting 
instructor to guide him, any neat-handed person, man or 
woman, should be able to decorate his family to some tune. 
If he can ally himself to the hospital dramatic society and. 
provide the ornaments for their costume pieces so much the 
better. 


University of Cambridge 

The degrees of M.B., B.CHIR. have been conferred by proxy 
on E. K. Westlake. 

Dr. J. R. Robinson has been appointed assistant director 
of research in experimental medicine, and Mr. C. L. Smith, 
PH.D., physicist with special reference to the applications of 
high-voltage apparatus to radiotherapeutics. 


University of London ° 


Dr. E. W. Walls has been appointed to the 8. A. Courtauld 
chair of anatomy at the Middlesex Hospital. The title of 
reader in anatomy has been conferred on Dr. Ruth Bowden 
in respect of her post at the Royal Free Hospital. 

The degree of pD.sc. has been conferred on 


K. J. Franklin. 


The governing body of the British Postgraduate Medical 
Federation have appointed Brigadier D. C. Bowie, F.R.0.S.E., 
regional adviser in postgraduate medical education for the 
North West Metropolitan hospital region from Feb. 1, 1950. 


Prof. 


The following have been recognised as teachers of the 
university : 

T. A. B. Harris, anesthetics, W. S. McConnell, ansesthetics, 
E. H. Rink, anesthetics, T. H. Hills, radiology, Ralph Kauntze, 
medicine, R. S. Lawrie, surgery, T. L. T. Lewis, obstetrics and 
gynecology, R. C. MacKeith, children’s diseases, J. W. Mansie, 
dental surgery, T. A. Munro, mental diseases, all at Guy’s Hospital 5 
F. 8S. Cooksey, physical medicine, King’s College Hospital; G. J. 
Cunningham, pathology, St. Bartholomew’s Hospital; H. F. 
Anderson, surgery, D. C. Shields, physical medicine, St. George’s 
Hospital; H. J. Wallace, dermatology, W. D. Wylie, anesthetics, 
St. Thomas’s Hospital; Henry MclIlwain, biochemistry, Institute 
of Psychiatry ; J. A. Fraser Roberts, hygiene and public health 
(medical genetics), R. F. Tredre, hygiene and public health (tropical 
hygiene), London School of Hygiene. 


Royal College of Physicians 

Prof. W. H. Wynn will deliver the Fitzpatrick lectures 
on Tuesday and Thursday, Dec. 6 and 8, at 5 p.M., at the 
college, Pall Mall East, S.W.1. Continuing the survey of 
Pestilence of War which he began last year, he will deal with 
the 6th to the 15th century in his first lecture, and the 16th 
to 19th century in his second. 
Royal College of Obstetricians and Gynecologists 

At a recent examination for the diploma in obstetrics the 
following were successful : 


Maksymilian Allerhand, Janet W. Anderson, Jerzy Arendt, 
Margaret A. Barber, G. T. D. Barr, P. R. Birks, Grace F. M. Braid, 
E. R. Broadberry, F. B. Bromfield, A. M. Buchanan, J. S. Caldwell, 
I. C. Campbell, J. E. Carrick, Helen A. Cawson, A. R. Cini, Patrick 
Coffey, M. I. Cookson, Janette G. Cowie, Mary Creevey, Margery N. 
Cummins, E. C. Davies, Margaret S. Dawe, A. M. Dawson, Binapani 
Dei, Christabel M. Dickie, E. M. Edwards, R. L. Edwards, M, W. 
Eddings, S. E. Ellison, James Elstub, R. N. M. Eminson, S. C. 
Farman, Margaret M. Ferguson, M. B._ Flangan, Ammud 
Freier, William Gavin, G. S. Hargrave, R. T. T. Harrison, R. D. C. 
Hart, Brenda M. Hilton, Catherine M. Hoyle, B. W. Hughes, E. N. 
Hugh-Jones, R. C. Humphreys, Barrymore Humphries, Mary H. 
Hutcheon, Manjula Khaserao Jadhav, John James, R. J. J ameson, 
Alexander Jamieson, R. D. Johnstone, Barbara Jones, Artin Karnik 
Kantarjian, Thomas Kelly, H. A. Kelsey, Colette D. G. Le Doux, 
M. P. Lewis, Alistair Macarthur, I. M. G. Mackay, HE. A. McColl, 
A. C. McDougall, I. D. Mackichan, C. A. Martin, Kazimierz Antoni 
Makos, G. C. Mathers, Stanley Mercer, T. J. M. Monteith, A. C. 
Malvaney, Amnah Sabri Murad, D. R. Murley, A. G. Murray, 
E. M. O’Dwyer, J. P. O’Dwyer, Mary G. O’Hare, R. A. O’Shea, 
R. L. Osmont, Margaret G. Oyston, R. A. O’G. Pearson, Alexander 
Persey, M. J. Peto, Sonia A. Purdie, Irene Rajaratnam, G. F. E. 
Ramsden, G. H. Rees, G. T. Salter, R. S. Saxton, R. T. Sears, T. B. 
Sherry, Mary A. Shirreffs, Margaret L. Smith, Mary Smith, R. J. 
Sollars, J. W. Squire, W. J. Stedman, Anne M. Stewart, Elizabeth 
Stewart, N. G. G. Talbot, T. J. Thompson, Sheena M. Tosh, A. C. 
Turner, P. V. Wadsworth, Jeffrey Walsh, Abraham Wallach, 
N. H. Warburton, A. D. J. Watt, A. R. Webster, Elisabeth M. White, 
Margaret O. Will, L. J. Wood, A. J. Woolf, Ma Aye Yin. 


Institute of Psychiatry ; 

On Thursday, Dec. 1, Prof. W. E. Le Gros Clark, F.R.S., 
will lecture on the Visual System, and on Thursday, Dec. 8, 
on the So-called Rhinencephalon. Both lectures will take 
place at 4.30 p.m. at the Maudsley Hospital, Denmark Hill, 
London, 8.E.5. 

Bolton Royal Infirmary 

On Thursday, Dec. 1, at 3.15 p.m., Dr. Harold Balme, 
medical officer in charge of rehabilitation at the Ministry of 
Health, will open the extensions to the department of physical 
medicine and rehabilitation at this hospital. 
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National Health Service Tribunal 


The address of the clerk to this tribunal is now R. B. Cooke, 
Solicitor, 2, John Adam Street, Adelphi, London, W.C.2 
(TEMple Bar 6055). 


Research Board for the Correlation of Medical Science 

and Physical Education 

The William Hyde Award (£300) for 1948, for work in 
connexion with physical medicine, has been given to Dr. J. M. 
Tanner, lecturer in physiology at St. Thomas’s Hospital. 
West of England and Wales Society of Dermatology 

The inaugural meeting of this society was held at Bristol on 
Oct. 28 when Dr. Clifford Evans took the chair. It was 
decided to hold three clinical meetings each year—one will 
will be at Bristol in October, one in Wales in January, and 
one in Gloucester, Plymouth, or Exeter in April. Fucther 
information may be had from Dr. Robert Warin, the hon. 
secretary, 18, Mortimer Road, Clifton, Bristol, 8. 


British Commonwealth and Empire Nurses War 
Memorial Fund 


This fund was inaugurated by the Nursing Mirror in 1946 
to furnish a memorial chapel in Westminster Abbey and to 
found postgraduate travelling scholarships for nurses and 
midwives. Over £70,000 has been subscribed already. When 
the appeal for the fund is complete permanent arrangements 
for administration of the scholarship fund wili be made, but as 
several scholarships have been given outright the council 
has decided to make an interim award in 1950 of eight 
scholarships, each of £350. Further particulars may be had 
from the scholarships secretary of the fund, Dorset House, 
Stamford Street, London, 8.E.1. 

Registrars’ Groups 

At a meeting of registrars from six hospitals of the North 
East Metropolitan region, on Nov. 3, it was decided to form 
a registrars’ group, and a provisional committee was elected. 
All registrars in this region are invited to attend a general 
meeting at Mile End Hospital, Bancroft Road, London, E.1, 
on Thursday, Dec. 8, at 8 P.M., when it is proposed to form 
a permanent committee. 

In the Leeds region the committee of the newly formed 
group is made up of representatives from seven sub-regions. 
Further information may be had from the group’s hon. 
secretary, Dr. P. R. R. Clarke, County Hospital, York. 


Institute of Medical Laboratory Technology 


At the annual meeting of this institute in Oxford on 
July 29, the following exemptions from institute examinations 
were approved. 


Exemption from the final examination for associateship may be 
granted to those with a science degree (or associateship of the 
Royal Institute of Chemistry) in approved subjects, where the candi- 
date has had not less than one year’s experience in approved patho- 
logical laboratories. The above may qualify for fellowship by thesis 
after a further three years’ experience. 

Exemption from the intermediate examination may be granted 
to those having not less than 15 years’ experience in approved 
pathological laboratories prior to July 29, 1949. 


Copies of the institute’s memorandum and articles of 
association may be obtained (price Ils. 23d.) from the 
registered office, 76, Brewer Street, London, W.1. 


London School of Hygiene and Tropical Medicine 
Prof. Andrew Topping has been appointed whole-time dean 


of the school. He will take up his duties in the middle of 
February, 1950. 


Dr. Topping, who is 58 years of age, graduated M.B. at the 
University of Aberdeen in 1914 and served with the R.A.M.C. in 
Gallipoli and Mesopotamia during the first world war. For some 
years he was senior medical officer at Abadan in Persia, and on his 
return to England he became medical officer of health for Rochdale. 
After a period of service in the London fever hospital service, he 
was deputy medical officer of health to the London County Council 
and lecturer in public health at Charing Cross Hospital medical 
school. After the second world war he became deputy chief of 
the relief services of UNRRA and later director of health of the 

juropean division. Dr. Topping is at present professor of social 
and preventive medicine in Manchester University. In 1944 he 
published, with Sir Archibald Gray, for the Ministry of Health, a 
Survey of the Hospital Services in London and the South-East Counties. 
He was elected F.R.c.P. in 1946. 

The Royal Society of Medicine is to publish a full account 
of the symposium on psychosurgery by United States speakers, 
which was held by the psychiatry section of the society 
on Sept. 12 and 13, and was reported briefly in these columns 
(Sept. 24, p. 562). Application for copies, price 7s. 6d. each, 
should be made to the society’s hon. editors, 1, Wimpole 
Street, London, W.1. 


—— 


Diary of the Week 


Nov. 27 TO DEC. 3 





Monday, 28th 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.i 
8.30 P.M. Dr. 8S. L. Simpson, Dr. E. B. Strauss : Impotence, 


Tuesday, 29th 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P.M. Dr. C. H. Andrewes, F.R.S.: Virus Theory of Cancer 
in the Light of Recent Work. (Imperial Cancer Research 
Fund lecture.) 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5PM. Dr. W. N. Goldsmith: Lupus Erythematosus. 
Thursday, Ist- 
ROYAL COLLEGE OF SURGEONS 
5 P.M. (With the Institute of Laryngology and Otology.) Prof, 
Geoffrey Jefferson, F.R.S.: Intracranial Abscess. 
UNIVERSITY OF LONDON ; 
5.30 P.M. (London School of Hygiene, Keppel Street, W.C.1) 
Dr. J. H. Sheldon: Problems of Old Age. 
INSTITUTE OF DERMATOLOGY 
5Pp.M. Dr. L. Forman: Ulceration of the Mouth. 
INSTITUTE OF PSYCHIATRY 
4.30 p.m. (Maudsley Hospital, S.E.5.) 
Clark, F.R.S.: The Visual System. 
Str. GEORGE’s HosprraL MEDICAL SCHOOL, 8.W.1 
4.30 p.M. Dr. Anthony Feiling : Neurology lecture-demonstration, 
ROYAL PHOTOGRAPHIC SOCIETY, 16, Princes Gate, cape OP 
7 rof. G. W. 


Prof. W. E. Le Gros 


7 P.M. Medical Group. Mr. Hedley Atkins, 
Pickering: Criticism of Lantern Slides from a Medical 
Point of View. 

HONYMAN GILLESPIE LECTURE 

5 P.M. (University New Buildings, Teviot Place, Edinburgh.) 
Dr. D. M. F. Batty: Cirrhosis of the Liver. 
Friday, 2nd 
UNIVERSITY: OF LONDON 
4.30 P.M. (King’s College Hospital Medical School, S.E.5.) Mr. 
Geoffrey Keynes: Surgery of the Thyroid. (Legg lecture.) 
MAIDA VALE HOSPITAL FOR NERVOUS DISEASES, W.9 
5P.M. Dr. Helen Dimsdale: Clinical demonstration. 


Saturday, 3rd 
YORK MEDICAL Society, 17, Stonegate 
8.30 p.M. Prof. Martin Rushton: Deformities of the Jaw. 


_ Appointments 


TEMPLE, L. J., M.B. Lond., F.R.C.S.: consultant thoracic surgeon, 
Stoke-on-Trent group of hospitals, for duty at the Cheshire 
Joint Sanatorium. 








‘THOMAS, G. H., M.B. Lpool, D.M.R.D. : consultant radiologist, Walsall 


group of hospitals. 


London County Council Public Health Department 
Assistant medical officers : 
FLEMING, MARY, M.B. Belf. 
FOLEY, CATHERINE, M.B. N.U.I. 
FOxE, ANTHONY, M.B., D.P.H. 
MATHERS, RUTH, M.B. Lond. 
PavuL, JACK, M.B., D.C.H. 
SHERRIFF, G. G., M.B. Edin., D.P.H. 
SImMpsoON, ESTHER, M.D. Lond., M.R.C.P., D.C.H. 


Births, Marriages, and Deaths _ 


BIRTHS 
Bamrp.—On Nov. 10, at Guildford, the wife of Dr. J. T. Baird— 


@ son. 
DoNnaLD.—On Nov. 16, at Inverness, the wife of Dr. W. A. J. 
Donald—a daughter. 


MARRIAGES 


HARRISON—LAMB.—On Nov. 18, in Auckland, New Zealand, 
William Rhodes Harrison, M.R.C.s., to Elisabeth Allison Lamb. 


DEATHS 


CiuTton.—On Nov. 19, at Crowland, Frank Husband Clutton, 
M.R.C.S., aged 78. 

HARDING.—On Noy. 13, Robert Dennis Harding, B.A., D.M.Oxfd, 
M.R.C.P., D.T.M. & H. ‘ 

McMurray.—On Novy. 16, in London, Thomas Porter McMurray, 
C.B.E., M.B., M.CH. R.U.1., F.R.C.S.E., aged 61. " 

THOMSON.—On Nov. 16, Andrew George Anderson Thomson, 
M.A., M.B. Aberd. 














Prof. Crighton Bramwell is returning on Dec. 8 from & 
three-week tour in Italy where he is lecturing on behalf of 
the British Council. 


Mr. C. Price Thomas and Dr. Robert Machray have left vt 
Portugal where they are to give a series of lectures on behal 
of the British Council. 


Dr. Darma Setiawan, former minister of health in the 
republican government of Indonesia and now personal adviser 
to the republican premier of Indonesia, is visiting this omer 
at the invitation of the British Council to study public heal : 
and hygiene in Britain and in particular the National Healt 
Service. 
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‘*PLEURAL SHOCK” 


ANDREW MorRLAND 

M.D. Lond., F.R.C.P. 
PHYSICIAN AND PHYSICIAN 1/c TUBERCULOSIS DEPARTMENT, 

UNIVERSITY COLLEGE HOSPITAL, LONDON 

Tue first clinical description of ‘‘ pleural shock ” was 
siven by Roger in 1864. While he was washing out a 
chronic empyema cavity with an antiseptic, the patient, 
a child of 8 years, fell back unconscious, with clonic 
contractions of arms and legs, but recovered after an 
hour. He called the condition pleural epilepsy: because 


of its leading symptoms, and attributed it to reflex. 


action from stimulation of nerve-fibres in the pleura. 

Similar cases were described later. In some there were 
motor paralyses sometimes amounting to hemiplegia. 
Common symptoms were dilatation of one or both pupils, 
acceleration and weakness of the pulse, and visual 
disturbances producing in some cases blindness lasting 
several days. Most of the patients recovered, some 
suffering temporary paralysis or weakness of the groups 
of muscles which had been most affected by the spasmodic 
contractions. Some died, but no cause of death was 
found at necropsy. 

The reflex theory of pleural epilepsy received a rude 
shock in 1912 when Brandes reported a case in which he 
had injected bisthuth paste through a sinus to outline 
the pleural cavity. The patient died twenty hours later, 
and at the necropsy bismuth paste was found in the 
cerebral vessels and elsewhere in the circulation. 


INCIDENCE 


As might be expected, the advent of artificial pneumo- 
thorax increased the number of pleural accidents. 
Forlanini (1894) originally introduced air through a 
needle without manometric control; on reviewing his 
experience (Forlanini 1912) he stated that cerebral air 
embolism belonged to the early historical period of 
pneumothorax treatment and could be avoided with 
certainty by modern technique; nevertheless he 
reported 12 examples (none of them fatal) of “‘ pleural 
eclampsia”? in 134 patients. His most striking case- 
record is that of a girl, aged 22, with a shallow 
difficult left artificial pneumothorax, in whom “ eclamp- 
sia” occurred on three successive refills; on the first 
occasion she had a left brachial monoplegia with 
loss of consciousness ; on the second she had similar 
symptoms with added spastic contraction of the left 
leg; and on the third she had a left-sided hemiplegia 
Without loss of consciousness. Air embolism was clearly 
the cause of this and other accidents described by 
Forlanini. Saugmann (1911), who used a manometer, 
having had 2 fatalities from embolism in 269 patients, 
Forlanini attributed the relative frequency of his own 
aecidents to the more volatile nature of the Latin races 
compared with the Scandinavian. 

The danger of air embolism caused Murphy (1898) to 
aiticise the puncture method of inducing an artificial 
— and to prefer open incision of the parietal 

eura. 

EXPERIMENTAL 

Attempts to produce experimentally the phenomena 
of “ pleural shock ” have given variable results. Capps 
and Lewis (1907) applied stimulants to the pleura with 

ttle effect, except in animals in which pleurisy had been 
Previously induced. In these animals two types of reflex, 
cardio-inhibitory and vasomotor, were described ; these 
Were exaggerated in the upright position, as is the 
carotid reflex. 

Cordier (1910) injected iodine into the pleural cavity 
Without manometric control and produced ‘“‘ pleural 
shock” ; this effect did not follow when the vagi had 
_— Croizier (1927) repeated Cordier’s experiments, 


but with manometric control, and found that “‘ shock ” 
came on only when iodine was injected directly into the 
lung, and that section of the vagi made no difference. 
On the other hand, Wever (1914) reproduced the typical 
picture of ‘“ pleural epilepsy ” or “‘ shock ” by injecting 
air or gas into the carotid arteries of rabbits and monkeys. 
He also showed that, even with experimentally induced 
air embolism, changes in tke brain cannot always be 
detected without special methods of staining. 


CAUSATION 

As the result of clinical experience and experimental 
findings embolism came to be looked on as much more 
common than reflex shock as a cause of accidents follow- 
ing paracentesis, and it has long been generally accepted 
that embolism is much the most likely cause of many 
different symptoms, the nature of which depends on the 
site of the embolism. These symptoms include visual 
disturbances either from air in the retinal vessels or in 
those of the occipital cortex, jacksonian contractions 
followed by weakness of the muscles most affected, and 
unconsciousness followed by headache on recovery. The 
skin in various parts of the body may show evidence of 
vascular disturbance in the form of patchy cyanotic 
mottling described as marbling. 

Though embolism is the most satisfactory explanation 
of the great majority of pleural accidents, a small group 
remains in which the patient becomes suddenly uncon- 
scious and pulseless, respiratory failure and death follow- 
ing rapidly. Some workers looked on these cases as true 
examples of pleural shock, but evidence soon accumulated 
showing that not only cerebral but also coronary air 
embolism may follow paracentesis. Among the more 
interesting papers on this subject are those of Van Allen 
et al. (1929), who injected air into the pulmonary veins 
of dogs and found that, with the head lowered, coronary 
embolism invariably occurred, whereas, with the head 
raised, cerebral embolism was the rule ; in the horizontal 
position either might occur. 

Kent and Blades (1942) performed similar experiments 
and showed that. death occurred from ventricular 
fibrillation, and that cardiac arrest preceded respiratory 
arrest. Cameron (1945) described a case in which the 
attempted induction of artificial pneumothorax produced 
sudden unconsciousness, cyanosis, tachycardia, and 
sweating ; there was no evidence of cerebral air embolism, 
and the case would probably have been put down to 
“pleural shock” had the electrocardiogram not shown 
the presence of heart-block followed by evidence of 
coronary occlusion doubtless due to bubbles of air in the 
coronary vessels. 

From the foregoing evidence it is clear that air embolism 
is the most likely explanation of the rare serious or 
fatal accident during pleural puncture. Sudden death, 
without sign or symptom of cerebral embolism, does not 
necessarily mean shock, since we now know that, with a 
patient in the horizontal position, air may occlude the 
coronary vessels. The passage of air through the chest 
wall is not essential for the production of air embolism, 
- has been known to occur during the aspiration of 

uid. 

The only two cases of air embolism I have encountered 
were similar in type, both occurring during attempts to 
find a shallow pleural space. No satisfactory manometer 
reading was obtained, and no air was given, but the 
patients were breathing deeply, thus producing a low 
intrathoracic pressure. Both patients experienced 
‘** muzziness ’’ in the head, associated with involuntary 
movements of one hand (the lower one). The symptoms 
passed off in a few minutes, leaving a headache which 
lasted a few hours. 

Puncture of a healthy area of lung is unlikely to cause 
air embolism. I have even known a patient have weekly 
refills of 1000 ml. from an enthusiastic but inexperienced 

Z 
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practitioner for a year with typical intrapulmonary 
pressure readings and no radiological evidence of air in 
the pleural cavity, and no ill effects resulted. This 
favourable experience was possibly due to the fact that 
the lung was perfectly healthy, the hemoptysis for which 
the pneumothorax was attempted being due to a dry 
bronchiectasis on the other side. When lung tissue is 
indurated by chronic inflammation, the veins are held 
open and cannot contract when mechanically injured ; 
in such circumstances a needle may well make a com- 
munication between airway and vein, and deep respiration 
may suck sufficient air into the vessel to cause embolism. 
Needless to say, all cases of syncope during paracentesis 
are not due to air embolism ; there are people, some- 
times healthy young soldiers, who lose consciousness 
when they are given a hypodermic inoculation. In the 
near moribund, too, syncope, sometimes fatal, may follow 
various minor interventions, including pleural puncture. 
There are also rare cases, designated as status lymphaticus, 
in which some trivial operation causes death. None of 
these groups can properly be described as pleural shock. 
Textbooks of medicine agree in advocating proper 
anzsthetisation of the pleura for the prevention of 
** pleural shock.’”?’ Common humanity is also stated to 
dictate this procedure before a refill. Now I rarely use a 
local anzsthetic once an artificial pneumothorax has 
been properly established, since I find that the great 
majority of patients feel less pain when a fine sharp 
needle is inserted quickly than they do with the several 
prods necessary to anzsthetise skin, chest wall, and pleura. 
The pleura is violently stimulated without local 
anesthesia in the treatment of recurrent spontaneous 
pneumothorax by the method extensively used by 
Brock (1948), in which 0-5 ml. of a 10% solution of silver 
nitrate is injected into the pleural cavity, this procedure 
being followed immediately by aspiration of as much air 
as possible. So severe is the chemical stimulation of the 
pleura that it is usual to give a hypodermic injection of 
morphine shortly before the silver nitrate; even with 
this precaution some patients experience cramping pain, 
which may be so severe as to inhibit respiration for a 
moment. ‘‘ Pleural shock” does not occur with this 
method, though the stimulation of the pleura must be 
many times greater than that produced by puncture. 


CASE-RECORDS 


Serious accidents in paracentesis are fortunately rare, 
and I have only been able to collect 5 cases during the past 
twenty-five years, an incidence of about 1 in 10,000 
punctures of the pleura. 

Case 1.—A man, aged 26, attended as an outpatient for 
aspiration of thick greenish fluid complicating his artificial 
pneumothorax and for a refill with air. Two needles were 
used, the upper connected with the pneumothorax apparatus 
so that pressure was kept constant. The fluid was aspirated 
with a 20 ml. syringe. The patient sat on a couch ; at the end 
of the aspiration the needle was removed, and the patient 
leant back so that a few more syringefuls of fluid could be 
removed. He suddenly became faint and then immediately 
lost consciousness, with his pupils dilated, his pulse impal- 
pable, and appeared to be dead. A syringe was filled with 
adrenaline with a view to injection into his heart, but the 
patient suddenly revived and was even the least shocked 
person present. 

This case was looked on at the time as one of pleural 
shock. Coronary embolism might have given similar 
symptoms but was unlikely because (1) the lung was so 
far collapsed that it did not appear possible for the 
needle to have reached it, and (2) the patient being in a 
sitting position, any air entering the circulation would 
have been more likely to produce symptoms of cerebral 
embolism. It is noteworthy that the pleural walls were 
rigid from chronic inflammation, and the aspiration of 
a little fluid after removal of the air needle may have 
caused an unduly low negative pressure. 


Case 2.—A woman, aged 25, had had a left artificial 
pneumothorax induced in 1932 and abandoned in April, 1936 
because of fluid. In May, 1938, the fluid was found to he 
creamy green pus containing tubercle bacilli but no other 
organisms. Pleural irrigation with physiological saline solution 
was started, the first two irrigations being given in hospital 
and the rest at the artificial pneumothorax clinic. The fing] 
pressures were kept low—e.g., —8, —9. The first six refills 
passed off without incident, but on the seventh, towards the 
end of the operation, the patient fell back unconscious with 
widely dilated pupils. A few more breaths were taken, but 
neither pulse nor heart sounds were detected. Attempts to 
start the heart, including cardiac massage, were unavailing. 

Necropsy Findings.—At necropsy eighteen hours later the 
heart showed moderate enlargement from dilatation of gl] 


, cavities and hypertrophy of the right ventricle. The right lung 


was normal, but the lelt lung was completely collapsed and 
had enormously thickened pleura ; 3 oz. of saline solution was 
found in the pleural cavity. Measurements showed that the 
aspirating needle was not long enough to have reached the 
visceral pleura. The coronary and cerebral vessels showed no 
evidence of embolism. The verdict was pleural shock. 


Case 3.—A woman, aged 24, three months pregnant, had 
acute lobar pneumonia in the left lower lobe. ‘This had 
responded to sulphapyridine, but an empyema had developed 
by the eighth day. For the purpose of diagnosis I aspirated 
the chest and withdrew 10 ml. of thin purulent fluid, which 
contained numerous pus cells but no organisms. At thera- 
peutic aspiration five days later, with the pleura anzsthetised, 
the aspirating needle was inserted without difficulty with 
the patient sitting up in bed. After only,10 ml. of fluid had 
been aspirated, the patient fell back unconscious ; in a matter 
of seconds her breathing stopped, her pulse could not be felt, 
and her pupils were widely dilated and did not react to light. 
Her teeth were clenched ; otherwise she appeared dead. She 
recovered in two or three minutes. 


- An interesting feature of this case is that precisely 

similar symptoms developed some six months later 
immediately after parturition (Dr. C. B. Thomson, 
personal communication). 


Case 4.—A man, aged 38, had been admitted to University 
College Hospital with three weeks’ history of pain in the right 
lower chest (made worse by coughing and breathing), breath- 
lessness on exertion, fever, and sweating on exertion. There 
were physical and radiological signs of a right pleural effusion. 
The white-cell count was 13,600 per c.mm. (polymorphs 85%). 
The pleural fluid was turbid, containing scanty cells (poly- 
morphs 47%, lymphocytes 29%) but no organisms. Culture 
proved sterile ; 13 oz. of fluid was removed. Two days later 
30 oz. of greenish-yellow turbid fluid was aspirated without a 
refill with air. The patient sat up in bed during the treatment. 
Two days later 40 oz. of similar fluid was aspirated, and the 
patient suddenly felt ill, appefred shocked during aspiration, 
and had a pulse typical of fibrillation. Some air was therefore 
allowed into the pleural cavity together with penicillin 500,000 
units. Next day the pulse was still irregular, and electro- 
cardiography confirmed that auricular fibrillation was present. 
This condition persisted for about twenty-four hours, after 
which the pulse and the electrocardiogram became normal. 
Aspirations were continued without incident for three weeks 
more, by which time the fluid had become thick and surgical 
drainage was done. 


Case 5.—A man, aged 52, had had aleft pneumonectomy (Pref. 
R. 8. Pilcher) for oat-celled carcinoma ; the tumour probably 
invaded the pericardium. Three days later 26 oz. of blood- 
stained fluid was aspirated from the pleural cavity. Towards 
the end of this procedure the patient became shocked and 
cyanosed and was found to have auricular fibrillation. The 
rhythm became normal after two days and was unaffected 
by the further aspirations. The patient was discharged fairly 
well but died from cerebral metastases eleven months after 
operation. 

DISCUSSION 


The present series of 5 cases is obviously too smali to 
have any statistical significance apart from illustrating 
the rarity of such accidents. All the cases, however, show 
following points : (1) the accidents took place during the 
aspiration of fluid, a procedure invariably preceded bs 
local anesthesia; and (2) some degree of infection, or ™ 
case 5 irritation of the pleura, was present. 
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Coronary embolism cannot be excluded in cases 3 and 
4 but is unlikely because cerebral embolism is more 
common in the sitting position. In-case 5, which closely 
resembles case 4, air cannot have entered a pulmonary 
yan, since the lung had been removed several days 
previously. ; ‘ Sa 

The possibility of air entering veins in a thickened 
parietal pleura aiid passing thence by way of the spinal 
yenous plexuses to cause cerebral or coronary embolism 
must be borne in mind, since this may well occur when 
air is forced through a needle in the chest wall; but in 
the present cases “this explanation is hardly possible, 
since suction was being applied at the time of the 
accident ; only in case 1 had any air been introduced, 
and that was several minutes before the symptoms began. 

Auricular fibrillation is not infrequent in thoracic 
surgery, especially after pneumonectomy, the heart 
having been found to resent angulation or rotation on its 
long axis. In all but one of the present cases the pleura had 
peen infected and the lung was either completely fixed or, 
at least, of reduced elasticity. In such circumstances the 
aspiration of fluid, instead of leading to re-expansion of 
the lung, will produce a very low negative pressure, 
which may well embarrass the heart’s action, producing 
in 2 cases auricular fibrillation with certainty. Ventri- 
cular fibrillation possibly developed in the fatal case. 

In case 3 collapse also took place during aspiration, 
but the occurrence of similar symptoms during childbirth 
makes it probable that this patient belonged to a rare 
group in which there is a constitutional tendency for 
cardiac inhibition to result from various causes. 


SUMMARY AND CONCLUSION 


The term ‘ pleural shock ’’ should be dropped, since 
there is no evidence that mechanical or chemical stimula- 
tion of sensory nerves in the pleura is any more likely to 
produce serious or fatal accidents than similar trauma in 
other parts of the body. 

Provided that an adequate collapse of the lung has 
already been obtained, there is no reason to believe that 
local anesthesia increases the safety of a pneumothorax. 
refill. 

Air embolism, either cerebral or coronary, is the 
commonest cause of accidents accompanying refills. 
When difficulty is experienced in finding the pleural 
space, the patient should not be encouraged to breath 
deeply, since this may lead to the passage of air into a 
pulmonary vein directly from air-containing tissue, even 
when no air is given from the apparatus. 

Five serious accidents, of which 1 was fatal, during 
aspiration of pleural fluid are described, air embolism 
having with all probability been excluded. 

The evidence suggests that disturbance of the heart 
from reduction of the intrathoracic pressure is the most 
likely explanation. 

Such accidents are most likely to happen where the 
Pleura is thickened and inelastic. It is therefore impor- 
tant to avoid very low pressures during aspiration or 
replacement of fluid. 


My thanks are due to Dr. Monica McAllen for her assistance 
with the voluminous bibliography of this subject. 
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CESAREAN SECTION IN INFECTED CASES* 


FRANK STABLER 
V.R.D., M.D. Durh., F.R.C.S., F.R.C.0.G. 
OBSTETRICIAN, PRINCESS MARY MATERNITY HOSPITAL; ASSIS- 
TANT GYNAZCOLOGIST, ROYAL VICTORIA INFIRMARY, 
NEWCASTLE-ON-TYNE 

At the Princess Mary Maternity Hospital we have 
consistently pursued a policy of not refusing operation 
in “septic”? cases requiring cesarean section, however 
bad the state of the patient. For many years we were 
isolated in this practice, but now with improvements in 
technique and the advent of chemotherapy there is a 
movement to our opinion. But we were not wrong even 
before the introduction of sulphonamides and penicillin. 

It is almost impossible to define a “septic”? case 
in which cesarean section might be needed. A woman 
may have foul liquor amnii but no seriously dangerous 
organisms. A woman may be apparently well and yet 
harbour a virulent hemolytic streptococcus. I there- 
fore propose to take the same categories as served in the 
1921 symposium on cesarean section : (1) cases in which 
forceps had failed; and (2) suspect cases late in labour, 
including those in labour over twenty-four hours with 
membranes ruptured, those in whom labour had been 
induced surgically (these are not kept separate for there 
were only 12 of them), those in whom there had been 


manipulations, and those with pyrexia or other obvious 
evidence of infection. 


FAILED FORCEPS CASES 


In this type of case our attitude has never been 
accepted. In the 1921 symposium Blacker! said : 

“What justification can there be for an operation which 
involves a maternal mortality of at the lowest 11% and 
at the highest 27%? . It may be argued that the danger 
of craniotomy is c onsiderable, but this is not so. Craniotomy 
. is an operation accompanied by little danger to the 
mother and i is infinitely less dangerous when the patient is 

- possibly infected than either pubiotomy or cesarean section.’ 


Blacker cited Schauta’s? figures for craniotomy of 
6% maternal mortality when the child is dead and 
1-394 when the child is alive. 

Munro Kerr* wrote: 

** T personally do not consider we are justified in subjecting 

a woman to an operation in which the risk of death reaches 

the appalling figure of 15-20% if there is an alternative 

operation (craniotomy) in which the risk is probably less 
than haif that figure.” 

He cites 4-1% as the maternal mortality of craniotomy 
in 1930-33 in the whole hospital. 

Now, each of these. obstetricians must have known 
that these were unfair comparisons. To say that 
Schauta’s craniotomy mortality was 6%, or that the 
Glasgow mortality for craniotomy is a certain figure, is 
no argument against the admittedly appalling mortality 
(as it then was) of cesarean section after failed forceps. 
What we want to know is what is the maternal mortality 
of embryotomy afler failed forceps. 1 have therefore 
collected from maternity hospital reports all the records 
I could of embryotomy after failed forceps with the 
following result : 

No.of No. afembevctgwles s¢aleenat 
searched forceps 
Edinburgh .. Se 15 oe 67 
Leeds es Ms 17 Se 80 
Liverpool as a 10 a 7 
Glasgow ae nt 20 ig 187 


Manchester .. Ee 4 ws 7 
Newcastle YY on 11 eu 28 


Hospital 


Total.. 376 





* Read at the twelfth British Congress of Obstetrics and 
Gynezcology in London on July 6, 1949. 

1. Blacker, G. J. Obstet. Gynec. 1921, 28, 447. 

2. Schauta, F. Ibid, 1909, 15, 311. 

3. Kerr, J. M. M 


Operative Obstetrics. 4th ed., London, 1937 ; 
pp. 528 .591. 
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The maternal mortality is 20-7%. How does this I have analysed our figures for cesarean section after 
compare with cesarean section after failed forceps? failed forceps since 1925. In the twenty-three years 
Munro Kerr cited Evers’s * series and said: ‘“‘ Evers we have done cesarean section on 144 women who had 
in this group (23 cases) had a maternal death-rate of previously undergone attempted forceps extraction 
12:3% and a foetal death-rate of 20:3%. Iknow of very There were 23 deaths—a maternal mortality of 15-99%. z 
few who have been able to present such low figures for If we include those on whom cesarean hysterectomy on i 
this specific group.” done for ruptured uterus, the figure does not quite reach Sine 
4. Evers, H. J. Obstet. Gynec. 1934, 41, 842. that of embryotomy—153 cases, with 31 deaths (20%), ea 
fal 
TABLE I—SUSPECT CASES the las 
availal 
: has be 
Ph ae Hh ol Condition Pa wh Mother | Child Remarks to sho 


Oe week ut section : one Wi 


5th 40 30 Brow presentation ; ruptured uterus U.S. chemo 


40 48 Age 39 8. Subsequent c.s. of em 
7th 40 19 Placenta preevia ; external version ; Bandl’s U.S. 
ring expect 
40 } 7 Temp. 101°F, pulse-rate 120 per min. U.S. are al 
40 Temp. 99°F, pulse-rate 116 per min. LS. 
36 Placenta previa ; plugged U.S. Embr: 
40 3 Temp. 99-8°F, pulse-rate 110 per min; U.S. Subsequent normal deliveries will | 
If the 
Two subsequent c.s, child | 


ovarian tumour 
Previous C.s. 
: mothe 


Pyrexial puerperium; sub- reveal] 
sequent c.s. f 
Subsequent c.s. The fi 


use 0 

















w 


Foul liquor Ls. 


Plugged for placenta previa 


Foul liquor ; previous ceesarean section 
Temp. 99-6°F, pulse-rate 110 per min. 
Uterine fibroid ; age 42 





— Septicemia 
Acute gonorrhea 
Stomach-tube induction 
— Septic pyelophlebitis 
Subsequent ¢.s. 
Subsequent c.s. 





Catheter induction 

Foul liquor ; known dead baby: previous 
cesarean section 

Brow presentation ; Bandl’s ring 

Catheter induction; temp. 99-°8°F; foul 
liquor 

Age 36; breech presentation ; obesity 

Age 38; foul liquor 

| Foul liquor 
Prolapse of cord 

| Prolapse thrombosed cord; temp. 99-2°F ; 

| Bandl’s ring 
Plugged twice 

Bandl’s ring 

Bandl’s ring; temp. 99°F, pulse-rate 138 
per min. 

| Foul liquor 

Contraction ring 

Catheter induction 

Temp. 100-6°F, pulse-rate 112 per min. 


Age 40; fibroid 

Vaginal manipulations 

Age 36; fibroid 

Brow presentation 

Vaginal manipulations for face presentation 





Esl all oll oll all ol all afl of oil of of of of si af of ofl ot of ots 


m 
& 








| Two subsequent ¢.s. obstr 
quest 


ogre ctr 


a) 
& 


6 
6 
6 


Pyrexial puerperium 


3 
1 
7 
7 


wm DO DO 


Subsequent c.s. 


oll oll oll a0 ol ol a od ol 3 ol od od od od 2d 8 od 9 oS 9 od 2 od dd dd 


Cerebral hemorrhage 
Shock and hemorrhage 


— 








Foul liquor | Subsequent c.s. 


Age 16; foul liquor : temp. 100-4°F, pulse- 
rate 106 per min. 
Prolapse of cord 


Pyrexial puerperium 


i Ee RoR oll ol oll of oi ol of oi shi af shi of 30 sie od 30 > 


me 


Hydrocephalus and spina 
bifida 

Bandl’s ring 

Brow presentation 

Gas-gangrene infection in utero; Bandl’s 
ring 


sl 


—] 





Foul liquor : ; 
Catheter induction ; foul liquor Pyrexial puerperium 
Foul liquor ; baby weighed 10'/, Ib. 

| Catheter induction; previous cesarean 
section 


Age 39 ; baby weighed 11'/, Ib. 

Catheter induction; previous cesarean 
section 

Age 42; foul liquor 





Catheter induction ; baby weighed 11'/, Ib. 
Catheter induction 
Bandl’s ring 

















Pall oll all al ol afl ofl of aut al 3 SU ok ok oo od 9 ol oll ot ol oll ol ol ot od 


Pere ort ses See Sse 














Maternal deaths: 3. Maternal mortality: 4%. 
D, died; L, lived; 1.s., lower-segment ; s.B., stillborn; U.s., upper segment ; C.S., cesarean section. 
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An analysis of these cesarean sections shows an important 
distinction : 
Site of incision 
Fundal oe os 2 
Upper segmen am 60 
Lower segment ae 76 


No. of cases Maternal deaths Infant deaths 

2 (25%) 2 (25%) 
14 (23%) 31 (52%) 

7 (92%) .. 22 (29%) 

Since the introduction of sulphonamides in 1931 there 
have been 61 lower-segment cesarean sections after 
failed forceps in my hospital with 6 deaths (10%). In 
the last ten years, when blood-transfusion has been freely 
available, there have been 33 with 1 death. Penicillin 
has been available for only three years so it is impossible 
toshow its effect, but I think we can say that nowadays 
oe would expect a mortality of about 5%. No doubt 
chemotherapy and antibiotics will reduce the mortality 
of embryotomy after failed forceps, but I would not 
expect a reduction to much below 10%, for the deaths 
are about equally shared between sepsis and trauma. 
Embryotomy in these cases never has been, and never 
will be, so safe as lower-segment cesarean section. 
If the head is above the pelvic brim even though the 
child is dead, cesarean section is less damaging to the 
mother, less liable to introduce infection, and more 
revealing of hitherto hidden injuries to the uterus. 
The fetal mortality is appalling, but it is the antecedent 
use of forceps, and not the operation, that kills the 
child. 

The incidence of failed forceps is dwindling every year 
(though I think it will receive a fillip from the National 
Health Service Act). Less and less experience in these 
cases will be acquired by any one operator ; so I wish to 
emphasise that nowadays the safest way is by cesarean 
section, though I would not have it thought that I am 
advocating cesarean section for all failed forceps cases. 
Cesarean section should be used in those patients with 
obstructed labour who would need it if there was no 
question of infection. Among 307 cases of failed forceps 
we did 57 cesarean sections—about 1 in 5. 


SUSPECT CASES 


I use here my own record of operations for I have 
kept careful private notes of all my cases. I have 
abstracted my last 500 cesarean sections as they 
coincide with the sulphonamide era; but my record is 
out of date, for there are six and a half years missing in 
ny obstetric life. Much better results would be achieved 
nowadays. Of the 500 cesarean sections 260 were 
through the upper segment and 240 through the 
lower. Until about 1937 the lower-segment operation 
was avoided unless the woman was in labour, and many 
of my cases were repeat operations on women who had 
already had an upper-segment incision. 401 operations 
were on clean cases, with 5 deaths ; 74 were on suspect 
cases, with 3 deaths; and 25 were on failed forceps 
cases, with 3 deaths. The suspect cases are listed in 
table 1. I have excluded all the women who were less 
than twenty-four hours in labour with membranes 
tuptured, unless they had had outside operative inter- 
ference such as vaginal plugging, or had other evidences 
of infection. 

There were 74 operations with 3 maternal deaths— 
(4%). Exactly 50 of these operations were through the 
lower segment with 2 deaths, both of which occurred 
in the first 10. In 1921 the maternal mortality in this 
stoup was 9-4%. Infant deaths numbered 11 (15%)— 
4 high figure, but a study of the table will show that 
some of tnem were unavoidable. 

Table 1 contains no reference to the number of times 
these patients had been examined vaginally before 
operation. The reason is that this number conveys 
nothing. A single vaginal examination may convey 
dangerous organisms to the uterus. To set a certain 
lumber of vaginal examinations as the limit after which 
you will. not do cesarean section seems to me folly. 





TABLE II—SUMMARY OF 500 CASES OF CHSAREAN SECTION 


Lower-segment section 


| 
| os 





| Upper-segment section 
| 
| 


Child 


| 
Mother | Mother | Child 


Stillborn 





lea 





| 

{ 
Clean 19 |169 
Suspect .. 


Failed 
forceps. . 











Since we usually have no knowledge of the technique 
used in the examinations we should look on every 
woman who has been examined once as potentially septic, 
and the woman who has been examined ten times is 
still only potentially septic, though we should not on 
that account refuse her cesarean section. An operator’s 
cesarean-section statistics will benefit from his refusal 
to operate on suspect cases, but his patients will suffer 
for it. A summary of the 500 cases is given in table 1. 

Penicillin and _ blood-transfusion 
results still further. I have concentrated on the results 
to the mother. My infant mortality is high. Many of 
the upper-segment operations were done for placenta 
previa, and the mortality is made nigher by the fact 
that there were 13 congenitally malformed babies in the 
500. Fifteen years ago enteritis was a serious problem, 
whereas now it is hardly ever a significant cause of 
infant deaths. 


will improve the 


TECHNIQUE IN INFECTED CASES 


In all these infected and potentially infected cases 
we can discard the old operations of eventration of the 
uterus, and of fundal and upper-segment incisions. 
The evidence is overwhelming that the lower segment 
operation is safer. In many of our earlier cases a vertical 
lower-segment incision was used, and a drain was put 
down to the site of incision. Both of these have been 
discarded, and we now rely on transperitoneal section 
through a curved lower-segment transverse incision, 
subsequently sewn in two layers with continuous catgut, 
the bladder being replaced with a continuous catgut 
stitch, and the abdominal incision closed without drain- 
age. Before the visceral peritoneum is incised, the general 
abdominal cavity is packed off with soft wet gauzes. 
To pack dry gauze into the peritoneum is like packing 
dry gauze into an eye. 

I have never understood the efforts that have been 
made to devise a technique for extraperitoneal cesarean 
section. Jt seems to me that they are based on lack of 
appreciation of the pathology of peritonitis. Peri- 
toneum is miraculous in its ability to deal with infection. 
We have only to consider ruptured digestive ulcers, and 
more particularly war-wounds of the abdomen with 
soiling of the peritoneal sac, to have this fact brought 
home to'us. Once the source of infection is cut off the 
peritonitis resolves rapidly, because the peritoneum can 
now prevent that infection from travelling through it 
to the susceptible subperitoneal tissue, which is a loose 
open network full of blood-vessels and lymphatics but 
devoid of intrinsic defence against infection. Patients 
die of subperitonitis, not of peritonitis. If infective 
liquor amnii is to be spilt, rather let it be spilt in the 
peritoneal sac than dispersed in the subperitoneal layers. 
For this reason the separation of the bladder should 
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be not more than is necessary. Deliberately to open wide 
areas of subperitoneal tissue because the liquor amnii 
may contain infection is to put infection under a mem- 
brane which would much prefer to have that infection 
on its surface. 

SUMMARY 


Where it is indicated cesarean section should not be 
refused because of the presence or suspected presence of 
infection. Other methods of delivery are more dangerous. 

The mortality of cesarean section in infected cases 
with penicillin, sulphonamides, and blood-transfusion 
is less than 5%. 

The mortality of embryotomy after failed forceps has 
been 20%; though with penicillin, sulphonamides, and 
blood-transfusion it may be less. 


Q FEVER IN GREAT BRITAIN 
ISOLATION OF RICKETTSIA BURNETI FROM AN 
INDIGENOUS CASE 


F. O. MacCaLtLtum B. P. Marmion 
M.D. Toronto M.D. Lond. 


OF THE VIRUS REFERENCE LABORATORY, CENTRAL PUBLIC 
HEALTH LABORATORY, COLINDALE, LONDON 


M. G. P. StoKER 
M.D. Camb. 

LECTURER IN PATHOLOGY, UNIVERSITY OF CAMBRIDGE 

Q FEVER was first described by Derrick (1937) in 
Queensland, Australia; and the etiological agent, now 
known as Rickettsia burneti, was isolated by him and 
identified as a rickettsia by Burnet and Freeman (1937). 
At about the same time, a similar organism was isolated 
by Davis and Cox (1938) from wood ticks, Dermacentor 
andersoni, caught at Nine Mile Creek, Missoula, Montana, 
U.S.A.; it was named R. diaporica because it passed 
certain bacteria-retaining filters. The two rickettsize 
were later shown to be closely related if not identical. 
More recently, American workers have suggested that 
the properties of these organisms are sufficiently different 
from those of other rickettsiae to warrant a separate 
generic name, and they are described as Coxiella burneti. 

In recent years Q fever has been identified in Greece, 
Italy, Algiers, Morocco, Turkey, Iraq, Switzerland, 
France, Germany, and Panama, as well as in the U.S.A. 
and Australia. Investigations of the epidemiology of 
the disease in these countries show that the animal 
reservoirs of the disease and its mode of spread vary 
considerably according to local geographical and biological 
conditions. Nevertheless, a brief review of the findings 
in Australian, Italian, and Californian outbreaks will 
indicate some of the possibilities to be considered in 
investigating a case or an outbreak of Q fever. 


PREVIOUS 


In the seven years following the discovery of Q fever 
in Australia, Derrick and his colleagues found 176 cases 
of the disease (Derrick 1944). All the patients, with one 
exception, lived in the coastal aréa of south-east 
Queensland—129 of them in Brisbane and 47 in the 
surrounding countryside. Most of the Brisbane patients 
worked at the meat-packing plant where the original 
cases described by Derrick had occurred, and it was 
hoped that an analysis of their jobs in the meat works 
would indicate precisely the source of their infection. On 
the contrary, it was found that workers anywhere in 
the plant, including secretarial and mechanical staff, 
were liable to infection. This fact, together with the low 
infectivity of cattle tissues, was against infection by 
handling of, or splashing from, cattle organs. The 
occupational association with cattle was striking however ; 
for in addition to the cases at the meat works, 37 of the 
47 country patients lived or worked on dairy farms or in 


OUTBREAKS 


contact with stock. A serological survey of cattle in the 
area showed that some were infected ; and a search for 
natural reservoirs of the disease in bush animals ang 
their parasites resulted in the isolation of R. burneti 
from the bandicoot, Isoodon torosus, and its ectoparasite 
—the tick, Hamaphysalis humerosa. 

This suggested that the infection might be maintaineg 
in nature by a tick-bandicoot-tick cycle, but it did littl, 
to explain the human infections, because H. humerosa jg 
reluctant to feed on man and is only an occasional 
parasite of cattle. Moreover, a history of tick-bite was 
very rarely obtained from cases of Q fever. Derrick 
(1944) suggested, however, that the infection of farmers 
and abattoir workers might be due to the inhalation of 
dust containing infectious, dried, tick excreta from the 
hides of the cattle. Though the ticks (Hamaphysalis 
bispinosa and Boophilus annulatus microplus) commonly 
found on the cattle could be artificially infected, they 
were not shown to be infected in nature. 

The theory of infection of man by inhalation of infected 
dust—whether contaminated by tick excreta or animal 
secretions or in some other way—has received consider. 
able epidemiological support from investigations of 
outbreaks of Q fever amongst Allied troops in Italy, 
where a relationship was found between exposure to 
dusty hay in bedding or dust in barns, &c., and outbreaks 
of the disease (Robbins et al. 1946, Commission on Acute 
Respiratory Diseases 1946). This theory is reinforced by 
the epidemiological association of Q fever with packing. 
straw in a crate of American machinery received by a 
Swiss firm (Wegmann 1948), and the isolation of R. burneti 
from the dust of sheep-pens in a north Californian 
outbreak (DeLay et al. 1949). 

In Los Angeles county, south California, where Q 
fever is endemic, intensive studies are being carried out. 
Beck et al. (1949) have analysed the epidemiology of 300 
ceases of Q fever and concluded that infection was asso- 
ciated almost entirely with either direct occupational 
exposure to cattle or residence close to dairy farms, or 
with drinking raw milk infected with R. burneti. In 
north California, on the other hand, infection appears to 
be due to occupational exposure to sheep and goats 
rather than to contact with cattle:or consumption of 
infected raw milk. 

Epidemiological data from these and various laboratory 
outbreaks indicate that the incubation period is about 
19 days, with a range of 14-26 days, and that case-to-case 
spread of the disease is rare. The hypothesis might be 
formed, then, that Q fever is primarily an infection of 
arthropods and animals which occasionally spreads to 
man owing to the inhalation of infected dust or the 
consumption of infected milk and milk products. Animal 
reservoirs of the disease have varied in different countries, 
and possibly in Great Britain the epidemiology will differ 
in some particular from the outbreaks already described. 

Q fever has only recently been recognised in Great 
Britain. Stoker (1949) reported 2 cases diagnosed by 
serological examination (complement fixation) in R.A.F. 
personnel. Since late 1948, serological investigation of 
237 patients variously diagnosed as atypical or virus 
pneumonia, “ influenza,” or pyrexia of unknown origin 
has revealed 4 cases—the 2 mentioned above and 2 
others, one in a radio mechanic in Bristol and the other 
in an agricultural engineer at Banbury, Oxfordshire. It 
should be mentioned that the series is rather selective, 
being composed mostly of patients living in or near 
London. 


EPIDEMIOLOGY OF PRESENT OUTBREAK 


The cases described in an accompanying paper by 
Harman have been the subject of an extensive epidemio- 
logical investigation, details of which will be published 


later. At present it seems that the nurse (case 2), the 
two pathologists (cases 1 and 4) and the post-mortem- 
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room attendant (case 3) were infected during the terminal 
stages of the illness, and at the necropsy, of case 5. 
Case 5 was probably admitted to the hospital during the 
incubation period of Q fever, and died of pneumonia after 
a febrile illness lasting eleven days. The pathologists 
and the post-mortem attendant may have been infected 
by handling organs from case 5, or more probably by 
inhaling droplets resulting from splashing or cutting 
organs such as the lung. It is of interest in this connexion 
that 2 post-mortem attendants are listed amongst the 
300 cases of Q fever described by Beck et al. (1949). 
The possible danger of infection at post-mortem exami- 
nation of patients dying of atypical or virus pneumonia 
should be borne in mind. 

Investigation of case 5’s househald, in a coastal town 
of south-east England, showed that his wife (case 6) 
was also infected; and efforts to find their source of 
infection have revealed that cattle, farmers, and dairy- 
yorkers in that. district have serological evidence of 
infection and that R. burneti is present in ‘raw milk from 
some of the farms in the area. ‘The cows show no signs 
of illness. The epidemiological relationship of cases 7 
and 8 to the others (1-5) at the Royal Cancer Hospital is 
dill not clear. Probably they were infected from some 
other source, but this is still under investigation. 


ISOLATION OF A RICKETTSIA 


When possible, specimens of serum from the patients 
in the acute and convalescent phases were examined by 
the complement-fixation test, using the Henzerling strain 
of R. burneti; detailed results are given in Harman’s 
paper. Isolation of the rickettsia was also attempted, 
using whole blood or blood-clot from cases 1, 2, and 7. 
Specimens were taken on the eighth, ninth, and third 
day of the disease, respectively. Cases 1 and 7 were then 
till febrile, but case 2 had been afebrile for three days. 
Inoculation into guineapigs of blood from cases 2 and 
7 did not lead to the development of fever or antibodies, 
but R. burnett was isolated from the blood of case 1. 
This isolation is described below. 


Blood from case 1 which had been stored in an electric 
refrigerator at —60°C for five days was thawed and bacterio- 
logical cultures were made. The blood was sterile. The next 
day, 1 ml. of blood was inoculated intraperitoneally into 
two guineapigs (1 and 2) weighing 250-300 g. Temperatures 
were taken morning and evening and remained within the 
normal limits for our stock until the morning of the twenty- 
seeond day, when guineapig 1 had a temperature of 104°F. 
By noon this had risen to 106°F and the animal was killed 
with ether. The spleen was deep red in colour, very soft and 
friable, and twice natural size, although the animal had been 
bled out before inspection. No other abnormality was found. 
Serum, whole blood, and spleen were stored at —60°C after 
inoculation of bacteriological media. Guineapig 2 remained 
afebrile, showed no rise in antibodies, and, when subsequently 
thallenged with the homologous strain, had an afebrile illness 
with production.of specific antibodies. The cultures of guinea- 
pig 1 were sterile after forty-eight hours’ incubation, and 
one ml. of the blood was inoculated intraperitoneally into 
guineapigs 3 and 4, and 0-75 ml. of 10% spleen suspension 
intraperitoneally into guineapigs 5 and 6. Guineapigs 3 
ad 4 had a three-day febrile illness from the seventh to 
tinth day and recovered. They were later shown to have 
developed complement-fixing antibodies for a known strain 
of R. burnett (Henzerling). Guineapig 5 developed fever with 
‘temperature of 104:8°F on the sixth day and was killed. 

uineapig 6 remained afebrile but produced complement- 
fing antibodies. Similar results were obtained when spleen 
id blood of guineapig 5 were inoculated into further 
guineapigs, 

The blood of case 1 was not inoculated into eggs, but the 
len suspension of guineapig 1 was inoculated into the 
yolk-sac of 5 eight-day embryos, the youngest available at 
that time, which were then incubated at 36°C. On the fifth 
tay 2 0’ the embryos were dead and 3 sluggish. The yolk-sacs 
Were removed and smears made. The yolk-sacs‘of 3 living 
(4, 6, and c) and 1 dead (d) embryo were free of bacteria, but 


the yolk-sac of the other dead embryo was contaminated with 
bacteria and was discarded. No definite rickettsis: were seen 
in yolk-sac smears stained with Macchiavello or Giemsa 
stains. A pooled 20% suspension of yolk-sac of eggs a, b, 
and d was inoculated into yolk-sacs of 3 six-day embryos 
(eggs f, g, and hk). The eggs were dead on the fourth day and 
yolk-sacs were removed. Organisms similar to R. burneti 
were found in smears from all yolk-sacs. 0-2 ml. of yolk-sac 
egg f was inoculated intraperitoneally into two 500 g. guinea- 
pigs (23 and 24), and though there was no febrile response both 
developed complement-fixing antibodies. In confirmation of 
this two 300 g. guineapigs (26 and 27) were each inoculated 
with 0-4 ml. of yolk-sac egg f, and 1-0 ml. of yolk-sac egg g 
(both bacteriologically sterile). Six days after inoculation 
both guineapigs had fever, that of guineapig 26 lasting five 
days and that of guineapig 27 two days. Both had a rising 
titre of complement-fixing antibodies, while an uninoculated 
guineapig in the same cage was not ill and did not develop 
antibodies. 

The relation of this strain, and others isolated from 
raw milk, to the American (Nine Mile) and the Italian 
(Henzerling) strains of R. burneti is being investigated. 


SUMMARY 


A strain of Rickettsia burneti, the causative agent of 
Q fever, has been isolated from 1 of a group of 7 sero- 
logically proven cases of Q fever associated with an 
outbreak at the Royal Cancer Hospital. 

Epidemiological investigations have established the 
existence of an endemic focus of the disease in south-east 
England, and further investigations are being carried 
out to estimate the prevalence of the disease.in man 
and animals in other parts of the country. 

Attention is drawn to the need for care in removing 
serum from the blood-clot of cases of atypical pneumonia 
and in handling the organs of fatal cases of pneumonia. 


Thanks are due to Miss B. Lewis, resident medical officer 
at the Royal Cancer Hospital, for much help in collecting 
specimens, and to Prof. R. A. Willis and Dr. J. W. Whittick 
and Dr. A. C. Christie, of the pathological department, for 
much information about cases. Dr. C. E. Etheridge, Dr.T. A. R. 
Callender, Dr. Thomas Glynn, and Mr. F. W. Whitehouse, 
sanitary inspector, gave much willing and appreciated 
coéperation in the epidemiological investigations of cases 5 
and 6. We are particularly grateful to Dr. Herald R. Cox, of 
the Lederle Laboratories, U.S.A., for providing a supply of 
R. burnett antigen for the complement-fixation tests. We 
should also like to acknowledge with thanks the technica] 
assistance of Mr. J. R. McDonald. 
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“ 


. . « It will be remembered that some portion of Battersea 
Park was devoted last year to rather problematic statuary 


of different kinds. I would suggest in order to provide a 
fitting emblem of that universal amity which the Government 
have been so successful in establishing, the right hon. Gentle- 
man commission someone, preferably Mr. Henry Moore, to 
provide a statuary group of the Minister of Health embracing 
Lord Horder. That would have two advantages. It would 
attract all the innumerable friends and admirers of the 
Minister of Health, and it would attract all the innumerable 
friends and admirers of Lord Horder. If, moreover, the 
sculptor could recall to some extent the famous statue of 
-Laocoon, and subtly suggest the idea of the Minister of Health 
struggling with a serpent—or conversely Lord Honder strug- 
gling with a serpent—the cup of public enjoyment would be 
filled to overflowing.”—-Mr: Witson Harris in the debate 


'on the second reading of the Festival of Britain Bill, Hansard, 


Nov. 23, column 423. 
z2 
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Q FEVER IN GREAT BRITAIN 
CLINICAL ACCOUNT OF EIGHT CASES 


J. B. Harman 
M.D. Camb., F.R.C.P. 
ST. THOMAS’S HOSPITAL, LONDON ; 
PHYSICIAN, ROYAL CANCER HOSPITAL 

Last July, two members of the staff of the Royal 
Cancer Hospital fell ill with symptoms and signs which 
strongly suggested Q fever. The diagnosis was confirmed 
by serological tests and by isolating Rickettsia burneti 
from one of them, and a search revealed six further cases. 
The epidemiology and isolation of the organism are 
discussed by MacCallum et al. in an accompanying paper. 

This is the first time that Q fever has been detected in 
the active state in this country; but the disease may 
prove to be not uncommon here. 

Nearly a thousand proved cases have been published 
(Huebner et al. 1949, Beck et al. 1949); and it is now 
known that hundreds of cases arose in Italy and the 
Balkans during the late war, though these were called 
‘** Balkan Grippe’’ by the Germans (Imhduser 1943) and 
atypical pneumonia by the British (Turner 1945). This 
experience is large enough for a clear clinical picture to 
be drawn, especially as all cases are remarkably similar 
except in severity. : 

CLINICAL FEATURES 


PHYSICIAN, ASSISTANT 


The fever starts suddenly, and it is often possible to 
time its beginning to the hour. At first the symptoms 
may be mild, so that the patient is not driven to bed for 
several days. The temperature is high, 104°F being quite 
common. It sometimes falls to normal more than once a 
day; and these swings are accompanied by rigors and 
drenching sweats. In view of the high temperature the 
pulse-rate is remarkably slow ; it often remains at 70 per 
minute. When the attack is fully developed prostration is 
even more severe than might be expected from the height 
of thefever. Delirium is quite common, and typhoid state 
and coma have been reported. Muscle and back aches 
are early symptoms, but these are soon overshadowed by 
headache, which is continuous behind the eyes or at the 
back of the head. Patients are wary of changing position 
and try to stifle coughing lest this aggravate the head- 
ache; they may prefer to be in a shaded room, but 
meningeal rigidity is absent. 

Within a week a tickling unproductive cough begins, 
but it rarely develops further, though sputum and even 
small hemoptyses have been described. In the original 
Australian cases (Derrick 1937) no chest signs were 
noticed, but they are now known to be constant though 
perhaps not prominent, in any moderately severe case. 
These signs consist in a small patch of persistent tissue- 
paper crepitations and high-pitched bronchial breath- 
sounds, usually at the base. In a recent American series 
(Beck et al. 1949) more obvious signs have been found, 
especially in older people, indicative of frank lobar 
consolidation, and pleuritic friction and fluid. The 
radiological signs are clearer, and since they may persist 
for weeks they have been used as a method of surveying 
infected persons during an outbreak. These suggest 
lobular partial consolidations, usually-at the base though 
any lobe may be affected ; collapse and pleural effusion 
may be seen. 

Certain striking absences in the symptomatology should 
be noted. Apart from the anorexia and nausea of fever, 
gastro-intestinal symptoms are rare. There is no skin 
rash such as characterises many other rickettsial 
infections. There is no coryza as is common in acute 
respiratory disease due to viruses. Complications are 
hardly ever seen. 

The course is variable; usually the disease persists 
for a week ; but mild and subclinical infections are rela- 
tively numerous. Occasionally fever remains high for a 


-105°F, persisted for seven 


few weeks, or even a month; termination is by lysis 
Relapse of fever has been noticed (Commission on Acute 
Respiratory Diseases 1946); and 4 cases liave beep 
recorded in which a low continued fever was traced back § 
to a frank attack of Q fever—in 1 case as long as fiye 
years before (Beck et al. 1949). Postfebrile lassitude 
and aching and weakness in the legs may be felt for 
weeks or months, especially by older people. The 
death-rate in clinically ill cases appears to be in the 
neighbourhood of 1 in 500 ; fatalities are mosily confined 
to people over fifty years of age suffering from some 
other, chronic, disease. 

Although the clinical manifestations are very constant, 
they do not easily serve to distinguish Q fever from other 
short-term fevers. In fact Q fever has usually drawn 
attention to itself by its epidemic constitution. It was 
first observed as a fever peculiar to slaughterhousemen, 
and was next seen among other kinds of cattle-handler ; 
it became an “‘ occupational’ fever. The Mediterranean 
cases did not show special contact with catile, but no 
physician could fail to recognise a disease entity in 
the explosive outbreaks that were seen there. The 
outstanding features were: the explosive beginning, 
high attack-rate, restriction to military units billeted in 
certain quarters, and absence of an associated increase 
in upper-respiratory infections. Subsequent experience 
has confirmed the remarkable absence of any case-to-case 
spread. 


TREATMENT 


The sulphonamides, penicillin, and probably strepto- 
mycin, are useless. Chloramphenicol is very effective 


against other rickettsial diseases such as typhus, scrvb- 
typhus, and Rocky Mountain spotted fever; but there 
are no published records of its use in Q fever. ‘ Aureo- 
mycin’ has a very powerful suppressive action on experi- 
mental infections of eggs and guineapigs with the 
rickettsie of typhus, scrub-typhus, Rocky Mountain 
spotted fever, and Q fever (Wong and Cox 1948). Against 


typhus and spotted fever in man it has had only a limited 
trial ; but 19 cases of Q fever have been treated (Lennette 
et al. 1948). The results were promising, though 1 notable 
failure was seen and in others cure was delayed. 


CASE-RECORDS 


Case 1.—A pathologist, aged 29, who made the post-mortem 
examination of case 5, had malaise from July 11 to 13. On 
the 14th he had pain in the buttocks and frontal headache 
relieved by aspirin; the temperature in the evening was 
103°F. On the 16th he was 
admitted to hospital with 
fever and lethargy, having 
vomited after breakfast. 

Frontal headache was 
very severe and he insisted 
on his room being darkened. 
There was no neck rigidity. 
Intermittent fever, rising to 





°F 105 
104 
103 


days, but the pulse-rate 
remained between 80 and 
110 per min. (see fig. 1). 
He had several rigors daily 
and drenching sweats. By 
day he was irritable and 
by night slightly delirious. 
The total white blood-cell 
count remained around 7000 aaa 
per ¢.mm. 6 6 ob he 
On the 17th a tickling DAY OF DISEASE 
cough started, with “raw- gig, 1—Temperature and puilse-rate 
ness”’ of the trachea. On in case I. 
the 20th there was a patch Y ad 
of tubular breath-sounds at the base of the right a an 
radiography showed consolidation of this area. He develo 
a furuncle in the ear and a small ulcer inside the cheek. — , 
On the 2ist, at 8 p.m., he was given chlorampheniet 
3-5 g., followed by 0-25 g. every three hours for the ne 
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thirty-six hours (total 6-25 g.). On the morning of the 22nd 
his temperature rose to 102°F, but thereafter it was normal ; 
the fever had lasted twelve days. He continued to be miserable 
and photo phobic for a further twenty-four hours, during which 
time he had dryness of the mouth and sudden attacks of 
vertigo, possibly due to the drug. He was discharged on 
July 24 and returned to work ten days later, feeling well. 
The X-ray changes cleared between Sept. 1 and Oct. 5. 

The titre of complement-fixing antibodies to R. burneti 
was less than 1/10.0on July 21 and rose to 1/640 by Aug. 9. 
R. burnett was isolated from the blood. 


Case 2.—On the morning of July 10, a nurse, aged 30, 
who had nursed case 5 and laid out the body, suddenly 
began to have severe frontal and occipital headache. This 
was somewhat relieved by aspirin, but she had to take so 


many that she vomited. She continued to work for four days,’ 


and on the fourth day had aches and pains all over the body. 
That day (July 14) she went to bed with a temperature 
of 104°F, and pulse-rate 120 per min.; she was perspiring 
profusely and had a rigor lasting three minutes. There was 
photophobia but no neck rigidity ; she had to remain still for 
fear of making the headache worse. 

On the 15th a small patch of crepitations and faint tubular 
breathing was detected posteriorly at the right base, but 
a postero-anterior radiogram showed nothing abnormal. The 
total white-cell count was 9200 perc.mm. A lumbar puncture 
was done because it was suspected that the patient and 
her colleagues were fearful of meningitis. The cerebrospinal 
fluid was chemically and cytologically normal ; the pressure 
was not measured. 

The fever fell by lysis in the next three days, having lasted 
nine days. The patient was discharged on the 19th and was 
back at work a week later. 

The titre of complement-fixing antibodies for R. burneti 
was 1/10 on July 20 and rose to 1/320 by Aug. 9. 


Both case 1 and case 2 had the typical symptoms of 
Q fever and were clinically diagnosed as such. Case 1 
was moderately severe. 


Case 3.—A necropsy-room attendant, aged 51, who had 
assisted at the post-mortem examination of case 5, became 
gradually ill about July 9. He felt weak and had very severe 
headache: “‘ I tried everything but it was no good.”’ He came 
over very hot about twice a day and could not sleep for 
restlessness. He had always been “ chesty,” and his cough 
became worse after about five days. Sulphonamides and 
penicillin had no effect. 

On the 16th he was admitted to St. Helier Hospital under 
the care of Dr. C. P. Petch. He was described as an obese 
plethoric man with chronic bronchitis and emphysema ; 
there were rales at both bases. For six days he ran a 
continued fever of 102-103°F ; the pulse-rate varied’ from 
72 to 108 per min. (fig. 2). He was drowsy most of the 
time and complained of no particular symptoms apart 
from being “‘ downright ill.” Total white-cell counts of 6900 
and 6300 per c.mm. were recorded during the fever. 

His sputum was purulent and intermittently streaked with 
blood. X-ray examination of his chest, on admission, showed 
patchy consolidation in the right upper lobe. Another film 
on July 30 showed a small effusion at the lower end of the right 
oblique fissure and bronchopneumonia in both lungs. The 
X+ay changes cleared between Aug. 16 and Oct. 13. 

On July 22 he felt much better; his temperature fell to 
100°F and was normal the next day. He got up, but between 
July 29 and Aug. 1 he had three sharp rises of temperature 
and pleuritic pain in the front of the right side of the chest. 
Friction was thought to be heard here, and, more certainly, 
at the left base at the end of the first week in August. Riles 
continued in his chest throughout his stay in hospital and were 
till present in October. 


Convalescence was slow. He did not feel quite well when: 


he returned to work at the beginning of October. In the 
middle of October he was still complaining that his legs 
ached, anc he felt that it was too much trouble to walk about. 
He was not sleeping as well as usual. He has not been out of 
land since the first world war. 
The titre of complement-fixing antibodies for R. burnett 
was 1/640 on Sept. 1. 


_ When first seen this patient was thought to have a lung 
infection secondary to chronic bronchitis. The diagnosis 


Was soon changed to atypical pneumonia, and aureo- 
mycin would have been given on July 22 had not his 
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Fig. 2—Temperature and pulse-rate in case 3. 


temperature started to fall. Looking back on the case, 
the usual characters of moderately severe Q fever can 
be distinguished, though veiled by chronic bronchitis. 
Relapse is uncommon in Q fever though it may be 
commoner in older people than our first experience in 
young soldiers led us to believe. It is not possible to 
say whether the recurrence of fever at the end of July 
was due to Q fever or to bronchitis. 

Case 4.—A pathologist, aged 50, who watched the post- 
mortem examination of case 5, gives this retrospective account: 
** On about July 1 I began to have pain in the lower abdomen, 
mainly on the right side. It was continuous and aching and 
spread into the groin and right testicle. I had borborygmi ; 
my bowels were slightly irregular; and I do not think I had 
any fever. These symptoms continued with a gradual 
erescendo until I went to bed on July 13 with a temperature 
of 102°F. By that time the pain in the abdomen and testicle 
was quite prominent and distressing. I had no cough and no 
more headache than would be expected with the fever. My 
urine was normal and the white-cell count 6500 per c.mm. 
On July 14 Dr. F. Avery Jones saw me. He found that my 
chest was normal and suggested that I had some vague 
intestinal infection. He put me on phthalysulphathiazole. 
On the 16th I was well and on the 17th out of bed; and on 
the 18th I was back at work.” 

Thus fever had lasted 1-2 days. The patient is an Australian, 
but has lived in England since 1945 except for a holiday in 
Norway in 1948. 

The titre of complement-fixing antibodies for R. burneti 
was 1/80 to 1/60 on Sept. 1. 

This illness is quite unlike Q fever, in which all 
observers agree that abdominal symptoms are notably 
absent. It started only a week after the patient attended 
the post-mortem examination of case 5—which is too 
short an incubation period. Nevertheless he must have 
been infected in England unless his antibodies remained 
high for over four years after an unrecognised infection 
in Australia. The fever which finally sent him to bed on 
July 13 occurred at a time consistent with infection at 
the post-mortem examination of case 5. Probably he was 
suffering from some intestinal infection, complicated at 
the end by a very mild attack of Q fever. 

Case 5.—A man, aged 78, was admitted to the Royal 
Cancer Hospital in May, under the care of Mr. R. W. 
Raven. He complained of dysphagia, which turned out to be 
due to bulbar palsy ; when he swallowed barium it flowed 
into the bronchi. 

Nearly three weeks~ after admission—on June 14—his 
temperature suddenly rose to 102°F (fig. 3). Fever continued 
and was unaffected by sulphonamides or penicillin. He had 
signs of pneumonia and developed auricular fibrillation. He 
regurgitated food, became incontinent, and rapidly sank 
into coma, dying eleven days after the onset. 

Post-mortem examination on June 25 confirmed the cerebral 
degeneration. The spleen was slightly enlarged, soft, and 
mushy ; there was pronounced reactive hyperemia. 

In the lungs the right lower lobe was completely consoli- 
dated with lobar pneumonia; there was red hepatisation in 
the upper part and grey in the lower. The left lung was 
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congested but otherwise normal. All bronchi were congested, 
those on the right being filled with mucopus. The trachea 
was slightly congested and contained much mucopus. Histo- 
logically the pneu- . 
monia showed F 
unusual features. 
It was diffuse and 
yet unlike either 100 
classical lobar 
pneumonia or con- oP 
fluent broncho- 36 
pneumonia. In the te 
early stages the 96 
reaction was 
notably cedema- 
tous. In the fully 
developed lesion 
there were many 
mononuclear cells 
in the exudate, and 
the interstitial con- 
nective-tissue was 
widened by inflam- 
matory changes. 
There wasa relative 
searcity of neutrophil polymorphs and fibrin. This picture 
resembles that of a fatal case of Q fever described by Lillie 
et al. (1941). The absence of food particles and of suppura- 
tion excludes the possibility of inhalation pneumonia, and the 
reaction is unlike that of lipoid pneumonia. 

Preliminary attempts to find rickettsie by a modified 
Giemsa method show minute pink coccoid bodies which may 
be of significance. A fuller description will appear elsewhere. 


Bronchopneumonia was expected, and nothing unusual 
was suspected when it developed. Q fever did not break 
out in the hospital until over two weeks after this patient’s 
death. Retrospectively, however, it is presumed that he 
had Q fever, on the following grounds : (1) the histological 
changes in the lung; (2) the serological evidence of 
infection in his wife (case 6), who had never visited the 
Royal Cancer Hospital but, like the patient himself, is 
known to have been in contact with an endemic focus 
at their home on the south-east coast ; and (3) the link 
afforded by this patient between this focus and the 
hospital cases. Detailed epidemiological evidence will 
be presented in a further publication. 


Case 6.—In this patient, the wife of case 5, there is no 
reliable history of recent fever. A complement-fixation test 
for R. burneti antibodies showed full fixation at 1/320 and 
50% fixation at 1/640. 

Case 7.—The patient, a physicist, aged 40, suddenly felt 
weak and feverish at 11 a.m. on Sept. 7. He carried on but 
spent a restless night. The next day he tried to work but was 
admitted to hospital. He felt hot and “ swimmy,” with 
slight aching in bones and joints. There was no constant 
headache, but “the top of my head lifts off if I cough.” 
He ran a fever of 100-103°F for three days, after which the 
temperature fell by lysis. The fever had lasted altogether 
five days. He had rigors and drenching sweats though his 
fever at no time was very high. The pulse-rate was constantly 
70-80 per min. 

Slightly tubular breathing and faint tissue-paper crepita- 
tions were heard at the left lung base on Sept. 8. X-ray 
examination showed no abnormality. On Sept. 10 the total 
white-cell count was 10,400 per c.mm. 

He returned to work on Oct. 3 but did not feel fit until 
two weéks later; meanwhile he felt ‘‘ woolly ” in the head, 
could not concentrate, got palpitations and went hot with 
exercise, and his legs felt too dead to move. 

The titre of complement-fixing antibodies for R. burneti was 
less than 1/5 on Sept. 9, but had risen to 1/40 to 1/80 by Oct. 7. 


Case 8.—This patient, aged 29, is the wife of case 7. On 
Sept. 9 she suddenly had rigors and fever. She could not 
sleep that night and had big sweats. There was pain at the 
bottom of the spine and “a colossal. throbbing ” in the back 
of the head. The worst day was Sept. 11. The temperature 
was 104°F on the 12th, when she was still having sweats. 
On the 13th some fine crepitations were heard at both bases. 
She continued like this until the 17th when she started to 
get up; she was fully up by the 2Ist but only “ crawling 
round ”’ and feeling ill. The fever had lasted probably nine 
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DAY OF DISEASE 
Fig. 3.—Temperature and pulse-rate in case 5. 


days. By Oct. 18 there were no signs in the chest and 
the radiographic appéarance was normal. The patient stil] 
complained, however, of headache, a rattling cough, and 
depression. : 

The titre of complement-fixing antibodies for R. burnesj 
was less than 1/10 on Sept. 12, and rose to 1/80 on the 25th. 

Both cases 7 and 8 were moderately severe and slow 
in convalescence. A clinical diagnosis of Q was made 
though no connexion could be traced with the other Cases 
They would have excited no particular comment if we 
had not been on the look-out for more cases. 


DISCUSSION 

Now that Q fever has appeared in England, it may 
well be asked what importance it has for the practising 
physician. This question cannot be answered until its 
frequency here has been judged by serological surveys 
of likely cases. The most promising field is among the short- 
term fevers passing under vague titles such as “ flu,” 
or among longer fevers such as “atypical pneu- 
monia.” No explosive outbreaks or fevers peculiar to 
handlers of cattle or sheep, or of their products, have been 
noticed in this country ; but serological tests may yet 
show that infection of this group has in fact taken place. 
Relapsing and chronic cases would be particularly 
important to the physician because, if undiagnosed, 
they would cause considerable difficulty and anxiety, 
Yet the diagnosis of Q fever can easily be confirmed or 
refuted, because the complement-fixation test becomes 
positive 7~12 days after the onset of fever. 

SUMMARY 

The clinical features of Q fever are described. 

Eight cases arising in England are reported. 

I wish to express my thanks to Dr. E. G. Lewis for her help 
with the cases, and to Dr. J. W. Whittick for his note on the 
histological changes in case 5. 
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EARLY DIAGNOSIS OF CEREBRAL PALSY 


C. D. S. Agassiz M. B. O’DonNELL 
M.C., M.D.Aberd., F.R.C.P.,D.P.H. M.B.N.U.1., D.C.H. 
MEDICAL SUPERINTENDENT ASSISTANT MEDICAL OFFICER 


E. CoLiis 
C.P.T., M.C.S.P., M.A.O.T. 
CHIEF CEREBRAL PALSY THERAPIST 
QUEEN MARY’S HOSPITAL FOR CHILDREN, CARSHALTON, 
SURREY 


Tue cerebral palsy unit at Queen Mary’s Hospital for 
Children, Carshalton, was the first unit in the British 
Isles set up specifically for the treatment of children with 
this condition.1 Since other units have been, or are being; 
established in this country, an account of some of our 
experiences may be of value. 

At first, children up to the age of 16 years were 
accepted ; but, though the results were encouraging, it 
became evident that the earlier the child was treated the 
better was the result obtained. Later we concentrated on 
children under the age of 5 years, but again it soon 
became apparent that the youngest age-groups treated 
gave the more promising results ; so now we try to get 
the children under the age of 6 months. Unfortunately, 
it is commonly taught that cerebral palsy is not recog: 


1. Collis, E. Lancet, 1947, ii, 239. 
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nisable until the child is aged 2 years or even more. 
But experience has taught us that it can be recognised 
long before that, and when all such children are recog- 
nised and treated in infancy it should be possible to 
prevent much of the deformity now associated with 
cerebral palsy. We have therefore concentrated here on 
the signs that should lead one to suspect the disorder in 
infants. 
NATURE OF CEREBRAL PALSY 

Cerebral palsy is often regarded as an orthopedic 
condition, largely because the children are not dealt with 
util deformities have become established. It should be 
realised that cerebral palsy is primarily a neurological 
condition in that damage has been done to the cerebral 
cortex, the basal ganglia, or the cerebellum, and conse- 
quently the normal motor paths—the upper motor 
neurones—are disorganised. There is initially no abnor- 
mality of the muscle-fibres—the muscles can function 
normally if normal stimuli are sent to them. This view of 
the pathological changes must be constantly borne in 
mind if we are to adopt the proper methods of diagnosis 
and treatment. In order to diagnose cerebral palsy in its 
eatliest stages, therefore, we have constantly to compare 
the reactions of a normal baby with those of a baby with 
cerebral palsy. 

A normal baby’s movements in the first month or two 
are involuntary. In due course their place is taken by 
voluntary movements. The normal baby’s brain con- 
stantly receives external and internal stimuli which help 
it to build up a mental picture of motor action and hence 
initiate movement to effect the particular action shown in 
that picture; and the movement produced supplies 


further stimuli. A baby who does not receive these 
stimuli, owing to the cutting off of the motor paths, 
cannot make a complete mental picture and consequently 
cannot attempt the complete appropriate movements. 
When this baby does receive stimuli he tries to make 
the movements by damaged or other paths; so the 


movements are abnormal. Once one can get the baby 
to build up a mental picture of the movement required, 
and can show him what the movement should be, he 
will compensate with the motor paths he has which will 
enable him to perform the motor acts more or less 
normally though perhaps imperfectly. 
ETIOLOGY 

Asphyxia.—Evans*? found a history of asphyxia in 
most cases of cerebral palsy. In most of our cases too 
there was a history of blue asphyxia at birth ; in a few 
there was a history of asphyxia pallida. There may be 
ako a history of difficult labour, but not infrequently 
the labour was precipitate or premature. A history of 
physical injury at birth was uncommon. 

Rhesus Factor-—We thought at one time that cases 
due to this factor might be treatable, but in the very few 
cases we have seen the child was so mentally deficient 
a to make the cerebral palsy untreatable. 


DIAGNOSIS OF SPASTIC CEREBRAL PALSY 


Muscles Affected.—In cerebral palsy we are apt to 
think that it is only the muscles of the limbs that are 
affected ; but, since cerebral damage is the prime cause 
of the palsy, it follows that, unless the damage is very 
much restricted, the greater part of the whole muscular 
system is involved. Among the muscles affected are 
those concerned with swallowing, the muscles of the eye 
and other muscles of the head and neck, the muscles of 
Tespiration, and those of the upper and lower limbs. The 
tongue is often slow-moving and restricted in spastic 
cerebral palsy, whereas in athetoid cerebral palsy it is 
Wigglin; and irregular in movement and uncontrolled. 
Swallowing is difficult in both types of cerebral palsy, 
the baby dribbling from the corner of the mouth. The 


-. Evans, P. R. Arch. Dis. Childh. 1948, 23, 213. 





eye movements are restricted, with the result that the 
child does not direct its eyes towards objects held away 
from the midline; and interference with the ocular 
muscles may produce squint. 

Hearing.—The child may be deaf, either completely or 
to certain tones, but in an infant this is very difficult to 
ascertain and is not likely to be of much help in diagnosis. 

Sucking.—Since sucking is one of the first instinctive 
actions of the baby, any difficulty in feeding should be 
investigated, because it may be one of the first signs of 
cerebral palsy. Dribbling from the mouth after the first 
few months should suggest cerebral damage, but it should 
not be forgotten that dribbling is common in mentally 
defective children. 

Smiling.—One of the first actions of a baby is to smile, 
which he should begin to do at the age of 4-6 weeks, and 
smiling should be well developed by the age of 2 or 3 
months. If the baby does not smile or is slow to smile, 
cerebral palsy should be suspected. Mentally defective 
babies, on the other hand, generally smile very easily. 

Development.—In comparing the development of a 
normal baby with that of one with cerebral palsy we are 
indebted in our statements about the normal baby very 
largely to Aldrich * among others, but independently 
one of us (E. C.) has been making observations on the 
same subject for many years. Aldrich points out that, 
when a baby aged 3 months is picked up, his head may 
come up with him without dropping back ; many babies 
at that age can balance their heads on their shoulders. 
When a baby aged 3 months with cerebral palsy is picked 
up, the head will probably drop back. At 4 months a 
normal baby begins to learn control of his arms and legs 
and to grasp things, whereas the baby with cerebral palsy 
gives no evidence that he is learning control. At 6 months 
a normal baby may be trying to sit up and, when sat up, 
stretches out his arms; from that age onwards he starts 
trying to move round, first learning to kick his legs and 
slowly trying to crawl round his cot, eventually trying 
to pull himself up by the sides of the cot until he can 
stand a little holding on, and next trying to walk. A 
baby of 6 months with cerebral palsy cannot do these 
things if the lesion is severe ; if it is less severe, movement 
is limited and delayed in development, particularly 
movement of the legs. The mother is naturally the person 
who first observes these movements or the lack of them ; 
therefore she should be closely questioned about them. 

Aversion of Head while Prone.—After the age of 6 
months a normal baby tries to see what is going on 
round him, he tries to crane his neck to see things, and 
he tries to roll over, whereas a baby with cerebral palsy 
lies helpless and cannot crane his neck, roll over, or, if 
prone, avert his head. Such a child may. be suffocated 
owing to this inability to turn his head while prone. 

Grasp.—As pointed out above, grasp at first is a reflex 
action ; if one puts a finger into each fist of a baby aged 
less than 3 months one can lift him because of the reflex 
action. When a little older the baby will let go if lifted 
in this way. A baby with cerebral palsy can still be 
lifted by the clenched fists some weeks or months after 
the age of 3 months, not only because the clenching of 
the fists is a reflex action, but also because he cannot 
let go, owing to lack of voluntary control of the muscles. 

Flexion of Knees on Lifting.—If one holds up a normal 
baby aged 6-12 months by grasping him under the arm- 
pits, he tends to flex the knees and hips, whereas a baby 
with cerebral palsy, when so lifted, keeps the legs straight, 
possibly crossed, and perhaps with the toes pointing 
downwards. 

Abduction of Legs.—It is easy to abduct the legs of a 
normal recumbent infant of 6 months, but it may be 
difficult to abduct, in the same conditions, those of a 
baby with cerebral palsy. Even when the palsied baby 


3. Aldrich, C. A. Rochester Child Health Progress Bulletins. 
Rochester, Minn., 1949. 
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is held upside down by his legs, abduction of his thighs 
is still limited. 

Inversion.—When a normal baby is held upside down 
by the legs, his arms drop and his head reflexly extends, 
whereas if a baby with cerebral palsy is so held, his arms 
do not drop, or possibly only one drops, and his head 
does not extend. 

Stretch Reflex.—lf a forearm of a baby aged more than 
3 months is passively flexed on the upper arm and then 
sharply extended it moves freely, whereas in cerebral 
palsy the foredrm seems to resist extension. If a leg is 
flexed on the thigh and sharply extended, a similar resist- 
ance is obtained in cerebral palsy of the spastic type. This 
stretch reflex persists and can be elicited even when the 
child has been trained to use his limbs normally ; we do 
not yet know whether it eventually disappears. 

Retention of Fetal Characteristics—A normal baby 
aged 6-12 months, if sat up, has a straight back, but a 
baby of that age with cerebral palsy tends to retain the 
foetal position with a curved back, and this may persist 
until the child is 3 or 4 years old or even later. 


DIAGNOSIS OF ATHETOID CEREBRAL PALSY 


In the athetoid type of cerebral palsy the signs are 
somewhat. different. Since there is no spasticity, some 
of the signs described above are absent, but instead there 
are athetoid movements when the child tries to do 
anything. In the tension athetoid type muscular tension 
may be mistaken for spasticity but it is not continuous ; 
if one watches carefully, the tension relaxes, and the 
limbs can then be moved easily. The wriggling irregular 
movements of the tongue, which have already been 
mentioned, may prevent the child from swallowing 
properly, sucking, or speaking, and thus cause dribbling 
from the corner of his mouth. Similar lack of control of 
other muscles prevents aversion of the head in the prone 
position. Abduction of the legs is easy, unless there is 
tension ; the stretch reflex is not present ; but the head 
is not extended when the child is inverted. 

The variation of these signs in the athetoid makes 
diagnosis more difficult in athetoids than in spastics. In 
our experience athetoids do not show spasticity, and 
spastics do not show athetoid movements, but other 
workers do not agree that this division is always so 
clear-cut. ; 

SOME OTHER TESTS 


Other infantile reflexes besides those already mentioned 
can be tested. 

Moro or Startle Reflex.—The infant’s reaction to a 
sudden loud noise or other stimulus is noted. A normal 
baby quickly abducts its arms and legs and then bows them, 
but this gets less as the baby grows and becomes restricted 
to a body jerk at the age of 6 months or so, whereas in 
cerebral palsy the reaction persists undiminished owing to 
lack of muscular control. This sign is not of such practical 
use as those described above, because some conditions— 
e.g., deafness—prevent any reaction. 

Neck-righting Reflex.—When the head is turned, the 
body normally turns as well. In cerebral palsy this 
reflex may be present, but equally it may be absent. 

Tonic Neck Reflex—-There are two types of this: 
asymmetrical, in which, when the face is turned to one 
side, the opposite arm adducts and flexes; and 
symmetrical, in which, when the head is bent, the arms 
come forward. These are reflexes in the infant and 
are modified when voluntary movement is established. 
In cerebral palsy, especially the spastic type, they tend 
to persist. 

Oreeping Reflec.—When a normal infant under the 
age of 6 months, who has not yet reached the crawling 
stage, is placed prone and the sole of one of his feet is 
gently pushed, he usually draws up that leg, and some- 
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times the opposite arm, and projects his body forwards, 
When a child reaches the crawling stage, this reflex 
gradually disappears, being superseded by crawling 
movements. In spastic cerebral palsy this reflex may 
persist for some time after it should have been modified, 

Our experience with these tests is that, though 
interesting, they do not give such practical help in 
diagnosis as those we have described. 


DIFFERENTIAL DIAGNOSIS 


Where there is damage to the motor areas or motor 
paths there is motor disability, and though, strictly 
speaking, the term “cerebral palsy” should cover 
any motor disability due to cerebral damage, it is used 
to describe a particular variety of motor disabilities, and 
in diagnosing the condition we have to distinguish this 
variety from others. Broadly speaking, the chief 
conditions from which it has to be distinguished are 
mental deficiency with consequent motor disability, and 
amyotonia congenita. 

Mental Deficiency—Amentia causes motor disability, 
but in mentally deficient infants, though spasticity may 
seem to be present the child smiles, the tongue move- 
ments are free, the limbs are relaxed at times, and there 
is free voluntary movement. Such an infant may he 
unable to sit up, but when he is lying down he does not 
convey the impression of fixity characteristic of spastic 
cerebral palsy, or the wriggling jerky movements of 
athetoid cerebral palsy. About 25% of children with 
cerebral palsy are mentally deficient, but in these cases 
the mental defect is added to the physical palsy; for 
practical purposes we may take it that mental defect is 
only associated with the spastic type of cerebral palsy. 

We do not wish to convey the impression that diagnosis 
in these cases is easy. In our cerebral palsy unit at Queen 
Mary’s Hospital for Children we admit every child fora 
probationary period of up to three months, because in 
an infant whose physical movements are so limited, or 
in an older child who cannot speak, it is often extremely 
difficult to assess the mental condition, but the greater 
our experience the easier are we finding it to do so. 

Amyotonia congenita should not cause much difficulty. 
It is relatively rare and the disability is a loss of power 
rather than spasticity or athetosis. The voluntary move- 
ments are present but weak ; the reflexes are diminished 
or absent ; and such movements as these children do 
make are characterised more by the flexibility of the 
body than by rigidity. In very young infants the diag- 
nosis might be difficult at first, but if they are kept under 
observation for a short time any doubt should be resolved. 


TREATMENT 


The importance of the early recognition of cerebral 
palsy is that, when the condition is recognised early, the 
results of treatment are superior to those obtained when 
the disorder is only recognised at a later age. The treat- 
ment must be individual and be related to the essential 
cause of the condition. The treatment of spasticity must 
be different from that of athetosis, and the treatment 
of the ataxic type different from either. 


CONCLUSIONS 


The treatment of cerebral palsy is most successful 
when it is started in early infancy. 

It is usually possible to diagnose cerebral palsy before 
the child is six months old. 

The points to look for are: absence or very slow 
development of control of the facial and throat muscles, 
shown by lack of smiling; difficulty in swallowing ; 
dribbling ; slow stiff movements of the tongue; slow 
movements of the eye, and squint ; deafness ; clenching 
of the fingers with apparent inability to open er 
irregular movements of the arms ; inability of the a 
to alter its position when lying down ; and lack of the 
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gsual movements of the lower limbs. At the age of 6-12 
months the affected child does not attempt to crawl or 
to climb up in his cot, and the normal flexing of the 
knees is absent. As the child gets older this picture of 
motor disability becomes clearer, until at the age of 
gyears it is so clear that few people cannot recognise it. 

In 25% only of cases of spastic cerebral palsy mental 
deficiency is added to the physical disability. 


A SUGGESTED METHOD FOR THE 
TITRATION OF CERTAIN ANTIBIOTICS 


F. C. O. VALENTINE R. G. 8. Jonns 
M.R.C.P. B.A. 
READER IN CHEMOTHERAPY, DEMONSTRATOR IN CHEMICAL 
UNIVERSITY OF PATHOLOGY, UNIVERSITY OF 
LONDON LONDON 
LONDON HOSPITAL AND MEDICAL COLLEGE 


Fleming and Smith (1947) have described the estima- 
tion of penicillin in serum using a culture medium 
composed of serum water, glucose, and an indicator, 
phenol red ; where growth occurs the sugar is fermented, 
the indicator turns from red to yellow, and the serum 
proteins are precipitated. A similar technique for the 
estimation of streptomycin was used by May et al. 
(1947). Experiments with these two antibiotics show at 
once that the end-point in such titrations of streptomycin 
is much sharper than in those of penicillin. This is to be 
expected from the work of Abraham and Duthie (1946) 
who showed that an acid agent such as penicillin is more 
active in a relatively acid medium whereas the reverse 
is true of a base, such as streptomycin ; when the organ- 
ism grows and acid is formed, penicillin will become 
more and streptomycin less effective, with the result 
that the end-point with penicillin is poorly defined but 
that of streptomycin is sharp. ‘ Aureomycin,’ a base, is 
an exception to this rule (Paine et al. 1948), possibly 
because of its more rapid destruction in alkaline solution. 

If the titration of penicillin is to depend on the change 
of colour of an indicator, it is clearly desirable that when 
growth takes place the reaction should become more 
alkaline, and it seemed possible that the addition of urea 
tothe medium might give the required result if a sensitive 
organism producing urease could be found to release 
ammonia from the urea. Fortunately the Oxford staphy- 
lococcus proved to be suitable, and it has been used in all 
the tests to be described. 

Experiment showed that concentrations of urea of 
0:125% or more in broth acidified to pH 6-5-6-8 yielded 
enough ammonia after overnight incubation to give a 
reaction of pH 8-3 or more, thus traversing the range of 
phenol red, and in practice 0-5% urea has been used. 
Urea tends to break down in the autoclave, but steaming 
causes only a minor rise in pH—which might, however, 





influence slightly 
the result of an 100 
accurate titration of 
a standard solution. 
The size of the 
inoculum is of 
greater significance, 
since on it depends 
the amount of 
urease carried over 
from the parent 
culture; in practice 
0-1 ml. of overnight 
broth culture has 
been added to 10 ml. 
of urea broth, giving 
a final concentration 
of lin 200 after 
mixing in equal 
volume with the 
dilutions of penicillin 
in water or saline. 
These minor disad- 
vantages disappear 
for practical pur- 
poses in the usual 
titration where the 
concentration in 
serum or body fluid 
is matched against 
a standard; it 
should be noted, 
however, that 
undiluted serum is alkaline enough to affect the reaction 
of the broth, and its reaction should therefore be adjusted 
where low concentrations of penicillin are to be expected. 
The table shows the results of titrations of penicillin 
and aureomycin solutions in serum water containing 
glucose and phenol red, in nutrient broth, and in acidified 
broth containing 0-5% urea and phenol red. The stated 
concentrations of the drugs fall by one-third from tube 
to tube but are otherwise only nominal, especially in the 
case of aureomycin, since accurately standardised solu- 
tions were not available. The readings were based on 
colour change and protein precipitation in the serum- 
water series, on turbidity in the broth tubes, and on 
colour change in the urea-broth series. It will be obvious 
that the end-point with both drugs is much sharper in 
the urea-broth series than in the others; we would 
suggest that the interval showing the greatest change 
should mark the end-point, giving readings in this case 
of 1/,, unit of penicillin and 0-8 yg. of aureomycin. It 
may be of interest that after another day’s incubation 
the end-point with aureomycin was clear-cut at 2-7 ug. 
in the urea-broth series but unreadable in the others. 
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Fig. |—Staphylococcus medium with 
increasing amounts of penicillin. 
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* Glucose broth gives a sharper end-point than serum water with the Oxford staphylococcus as test organism. 
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This suggests that the acidity of the medium is of value 
in maintaining the activity of the drug, although the 
shift in the end-point underlines the importance of the 
size of the inoculum and the length of incubation in 
titrating bacteriostatic agents such as aureomycin or 
‘Chloromycetin.’ The latter drug, incidentally, being 
neither acid nor base, can be titrated with apparently 
similar results in either medium. 

Fig. 1 shows three curves obtained from a titration of 
penicillin in the presence of urea, the concentration being 
halved in successive tubes. Turbidities, expressed as a 
percentage of the control, were measured by a photo- 
electric absorptiometer at a wave-length of 650 my and 
pH values were obtained by means of the glass electrode. 
Estimations of the colour change of phenol red were made 
as follows: the medium was centrifuged at 4800 r.p.m. 
for 5-10 minutes in an angle centrifuge ; to 3 ml. of the 
clear supernatant was added 1 ml. of phenol-red solution 
(saturated aqueousfphenol red diluted 1 in 10), and the 
colour was determined in arbitrary ‘‘ red units *” by means 
of a photo-electric absorptiometer using Ilford Filter 
no. 606 (Spectrum Yellow). The turbidity curve 

approaches a 
straight line, 
starting at 1/3. unit 
and increasing to 
1/549 unit where 
growth is almost as 
heavy as in the 
control. The other 
two curves show 
that the change in 
reaction, due to the 
production of 
ammonia, occurs 
mainly between 
1/5, and 1/,, unit and 
.ceases at pH 7-75. 

Fig. 2 illustrates 
a more elaborate 
titration with a 
fall in the concen- 
tration of the drug 
of about 6% from 
tube to tube. The 
mid-point of the colour curve, which was clearly visible to 
the eye, provides a much more satisfactory end-point than 
does the turbidity with its appearance of steps of increasing 
density, associated perhaps with the change in reaction. 

The inoculum in these experiments was obtained by 
simple dilution of an overnight broth culture of the 
Oxford staphylococcus, films of which show considerable 
clumping—enough probably to account for minor 
variations which have been seen in duplicated titrations. 
Where a high degree of accuracy is required, it would be 
necessary to find a sensitive strain less apt to form clumps 
and to remove such clumps as might be present. Not all 
strains of staphylococcus produce urease freely, the 
Oxford staphylococcus being unusually active in this 
respect. The hemolytic streptococcus which is com- 
monly used as test organism in the serum water and 
glucose medium does not appear to break down urea. 
The growth phase of the parent culture, the period of 
incubation, the size of the inoculum, the percentage of 
urea, and the primary reaction of the medium would 
also need consideration. 
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Fig. 2—Typical curves obtained with small 
increments of penicillin. 





DISCUSSION 


Mitchison et al. (1949) have drawn attention to. the 
inaccuracies liable to occur in the routine use of 
the micro-method described by May et al. (1947) for 
the titration of streptomycin in serum. Venepuncture, 
however, in skilful hands, though more nuisance to the 
operator, is little more distressing to the patient than a 
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finger-prick, and the larger volume of serum permits 
more accurate measurement by graduated pipettes jy 
test-tubes. Further, with a sharp end-point such ag jg 
obtained with a glucose medium and streptomycin, or 
with urea broth and penicillin or aureomycin, the 
differences between successive tubes in the controlling 
titration of the standard solution might be « onsiderably 
reduced and thus remove one source of error. 


SUMMARY 

A method is described for the accurate titration”of 
antibiotics, such as penicillin and aureomycin, which are 
more active in acid than alkaline solution. 

ADDENDUM.—Experience has shown that serum, apart 
from its slight buffering action, interferes to some extent 
with either the production or the activity of urease. It jg 
therefore advisable to use 20% serum water in making serial 
dilutions of the standard solution and of serum under test, 

REFERENCES 

Abraham, E. P., Duthie, EK. S. (1946) Lancet, i, 455. 
Fleming, A., Smith, C. (1947) Ibid, i, 401. 
May, J. R., Voureka, A. E., Fleming, A. (1947) Brit. med. J. i, 621, 
aoe a D. A., Holt, H. D., Moore, S. H. (1949) J. clin. Path, 


Paine, T. F., Collins, H. S., Finland, M. (1948) J. Bact. 56, 489, 


RETICULOCYTE RESPONSE TO LIVER 
THERAPY IN PERNICIOUS ANAMIA 


J. Kondni-Kucuirm 
M.D. Budapest 
LECTURER IN MEDICINE, UNIVERSITY OF BUDAPEST 


IN pernicious anemia one of the first signs of increased 
production of red cells after liver therapy is a rapid 
increase in the number of reticulocytes in the circulating 
blood. The degree of this reticulocyte response, or 
crisis, is inversely proportional to the initial red-cell 
count—i.e., the lower the initial red-cell count the 
greater is the reticulocyte response. Many workers have 
tried to find a formula for this relationship ; the best 
known is that of Riddle (1930). 

Though the clinical value of such formule has often 
been disputed, especially by Murphy (1936), they seem 
to be still accepted. Failure to reach the expected reticu- 
locyte peak is often regarded as a warning either of the 
inaccuracy of the diagnosis or of the unreliability of 
the liver preparation used. I have therefore examined 
anew the published reports which seem to support the 
reliability of these formule, and investigated some 
personal cases. 

INVESTIGATION 

Of 75 patients admitted with a diagnosis of pernicious 
anemia 47 afforded sufficient hematological data, such as 
daily red-cell and reticulocyte counts for at least a month. 


TABLE I—RELATION OF RETICULOCYTE RESPONSES TO RED- 
CELL COUNTS BEFORE LIVER THERAPY 
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TABLE II—REPORTED RETICULOCYTIC RESPONSES TO LIVER EXTRACT COMPARED WITH INITIAL RED-CELL COUNTS 


—————————— 





Red-cell count Present investigation 


before 


Minot et al. (1928) 


Murphy (1936) | Zerfas (1931) 





treatment 
(millions 
per c.mm.) 


No. of 
cases 


Av. reticulocyte- 
count and P.E. (%) 


No. of 
cases 


Av. reticulocyte- 


count and P.E. (%) 


No. of 
cases 


Av. reticulocyte- 
count and P.E. (%) 


No. of 
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Av. reticulocyte- 
count and P.E. (%) 
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No other selection was made. The diagnosis was estab- 
lished on blood-counts, bone-marrow biopsy, histamine- 
refractory achlorhydria, and, last but not least, the 
beneficial effect of liver therapy. After a single large 
dose (20 ml.) of liver extract (‘Exhepar’ Certa, or 
‘Campolon’ Bayer) red-cell and reticulocyte counts 
were made daily. The results are summarised in table I 
and compared with those of Minot et al. (1928), Murphy 
(1936), and Zerfas (1931) in table 11. 


DISCUSSION 


Three-quarters of our results do not correspond. to 
the standards of Riddle (1930). When the results are 
charted as in the accompanying figure,. there is no 
resemblance either to a parabolic or to a hyperbolic 
curve. Several 
60 attempts 
have been 
made to 
correct 
Riddle’s and 
other form- 
ule by: con- 
sidering the 
duration of 
the reticulo- 
cyte response. 
One proposal 
was to mul- 
tiply the 
number of 
days by the 
observed 
reticulocyte- 
count, thus 
expressing 
the “‘volume’”’ 
but these modifications 
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Maximum reticulocyte-counts compared with red- 
cell counts before treatment. 





of reticulocyte production ; 
have proved unsatisfactory. 


In explanation it is necessary to consider Riddle’s 
statement : 


“The figures used in making these average values are 
selected on the basis that those obtained from patients 
receiving amounts of liver inadequate to produce an 
effective response, and those from patients in whom some 
inhibiting factor obviously prevented a typical response, 
were not used in compiling these statistics.” 


As Riddle’s use of the term ‘‘ maximal response ”’ implies, 
the highest results only were taken into account, which 
8 quite permissible so long as this meaning of “‘ maximal 
Tesponse” is kept in mind. There is good reason to 
suppose that even Riddle did not intend that his formula 
should show what reticulocyte response is to be looked 
for in the average case encountered in practice; his 
formula seems to have slipped into the textbooks as a 
result of a misunderstanding of the meaning of “ maxi- 
mal Value, which was intended to represent the optimal 
‘apacity of the bone-marrow in certain cases. This 
maximal response cannot be expected in clinical practice. 
instance, in cases with an initial red-cell count 


between 1,200,000 and 1,400,000 per c.mm. the following 
reticulocyte maxima were found: 10%, 12%, 18%, 
20%, 22%, 22% (twice), and 26%; only two cases 
reached the predicted standard of 32% and 39%, their 
maxima being 52% and 55%. Though American liver 
preparations stimulate higher reticulocyte responses per 
unit dose, the range of variation reported with them is 
similar to that obtained in Europe. In table 1 data 
from the Eli Lilly laboratory (Zerfas 1931) are compared 
with our findings, and it can be seen that there is no 
substantial difference in reticulocyte response between 
patients with an initial red-cell count less than 1,000,000 © 
per c.mm. and those with 1-2, 1:4, or 1-6 million 
per c.mm., so that the reticulocyte response plotted 
against the initial red-cell count will not give any 
curve. 

Our biological experience teaches us that body funce- 
tions are all subject to variation. Reticulocytes are the 
new red cells produced from pro-erythroblasts or megalo- 
blasts on the administration of certain hemopoietic 
factors stored in the liver. The anatomical extent of the 
bone-marrow and the rate of cell maturation cannot be 
accurately predicted, and are subject to wide variation. 
Therefore the reticulocyte response cannot be determined 
by the red-cell count before the administration of liver, 
because the initial red-cell count bears no relation to 
the quantity and quality of the bone-marrow. If there 
were any such relation, the magnitude of reticulocyte 
response would be a mere question of dilution. For 
instance, if everybody’s bone-marrow always contained 
an equal number of pro-erythroblasts or, in pernicious 
anemia, promegaloblasts—say 5 billion (101?) altogether— 
and if the number of fresh reticulocytes which are 
released at once into the circulation were, say, 50% of 
the promegaloblasts, then the reticulocyte-count in the 
peripheral blood, stated as a percentage of the red cells, 
would depend only on the number of red cells. On the 
figures postulated above, 21/, billion reticulocytes should 
be related to various numbers of total red cells. This is 
certainly not the case. 


SUMMARY 


The maximum reticulocyte response to liver therapy 
in pernicious anemia is subject to biological variations, 
but there is no significant difference in the response 
when the initial red-cell count is under 1 million or 
1-2, 1-4, or 1:6 million per c.mm., so no strict formula 
can be devised which will forecast the response from the 
initial red-cell count. To avoid errors in diagnosis or 
in the assessment of liver extracts it is recommended 
that the customary average, rather than the maximum, 
reticulocyte response should be taken as the standard. 
With an initial red-cell count of below 1-6 million per 
c.mm. this seems to be about 20-30% with European, 
and 30-40% with American liver extracts. 
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ERYTHEMA MULTIFORME EXUDATIVUM 
(THE STEVENS-JOHNSON SYNDROME) 


Exiis DRESNER 
M.B. Durh. 


MEDICAL REGISTRAR, POSTGRADUATE MEDICAL SCHOOL 
OF LONDON 


Von Hebra, in 1860, isolated from other erythemata a 
malignant type of erythema multiforme characterised by 
erythemato-vesicular, bullous, or purpuric skin lesions, 
involvement of orificial membranes, and constitutional 
disturbances (von Hebra 1866). To this syndrome other 
clinicians early added bullous lesions in the mouth and 
oropharynx, ophthalmia (“‘ herpes iris conjunctive,” 
Fuchs 1876), and visceral and joint manifestations 
(Bazin 1862, Quinquaud 1882, Kaposi 1893, von Diring 
1896, Osler 1895). Subsequent descriptions of. the 
syndrome have appeared under different names, such 
as “ ectodermose erosive pluriorificialis ’’ (Rendu 1916), 
“eruptive fever with stomatitis and ophthalmia,” 
(*“Stevens-Johnsonsyndrome,” Stevensand Johnson 1922), 
‘**dermato-stomatitis,’ (Baader 1925), and “ mucosal 
respiratory syndrome” (Stanyon and Warner 1945). 

Of recent years many cases of this syndrome have been 
reported, mostly from America but also from Scandinavia 
(Ustvedt 1948) and from this country (Dowling 1940, 
Sneddon 1947, Murray 1947, Nellen 1947, Johnstone 
1947, Neale 1948). The published reports have been 
reviewed by Keil (1940), Lever (1944), and Soll (1947). 

The following case, typical of erythema multiforme 
exudativum, is of interest because of the extraordinary 
severity followed by complete recovery, and the negative 
results of bacteriological investigations. 


CASE-RECORD 


A butcher’s assistant, aged 27, was admitted to hospital 
on May 22, 1948. Fifteen days before admission he developed 
a sore throat with fever and sweating. He stayed in bed for 
three days, and during that time took 7 g. of sulphadiazine 
prescribed by his doctor. On the fourth day he returned to 
work feeling improved. Six days later he developed small 
** blisters’ on the lips, tongue, and mouth, with malaise, 
frontal headache, and anorexia. During the next twenty-four 
hours purplish spots developed on the face, forearms, hands, 
and feet, and spread 
to the neck, shoul- 
ders, and thighs, 
and some became 
vesicular. The 
mouth was then 
very painful, and 
two days after the 
onset of the rash 
the patient com- 
plained of painful 
swelling of the right 
elbow. During the 
day before admis- 
sion he became 
increasingly pros- 
trated, with 
generalised abdomi- 
nal discomfort, 
nausea and retch- 
ing, and difficulty 
in swallowing. 
There was a dry 
cough, and the left 
knee and ankle became swollen and painful. Micturition was 
unaffected, and the bowels were slightly loose. _. 

On the day before admission a small nephew sleeping in the 
same room was admitted to an infectious diseases hospital 
with mild scarlatina, and three days later his brother-in-law, 
also living in the same house, developed a “ septic sore 
throat.” ; but no bacteriological investigations were made: 

Past History.—Apart from measles in infancy there had 
been no previous illness. By reason of his occupation the 
patient had been liable to minor sepsis of the hands and 


Fig. |—Distribution of lesions on face. 


fingers, and had had an infection of the right fourth 
about four weeks previously, which healed in a few days 
without specific treatment. 

On examination the patient was a slim pale young man, 
desperately ill and prostrate. Temperature 98-4°F, pulse. 
rate 128, respirations 20 per min. He had well-marked 
foster oris and a recently healed paronychia on the right 
fourth digit. Scattered over his face, neck, shoulders, arms, 
and legs were circular purplish-red circumscribed vesicles 
surrounded by a narrow zone of erythema (figs. 1 and 2), 
They were mainly on the extensor surfaces of the arms and 
the flexor surfaces of the legs, and were especially numerous 
on the buttocks. The trunk was clear, apart from two lesions 
in the right groin and on the scrotum. The vesicles varied 
from a few millimetres to more than a centimetre in diameter, 
the larger ones lying over bony prominences, such as the 
elbows, metacarpophalangeal joints, and malleoli. They 
were not umbilicated and contained a thin sanguineous fluid, 
On the mucosa of the lips, palate, mouth, and pharynx were 
numerous cherry-red macules on which were superimposed 
small vesicles. Many were eroded. The lips were fissured 
and bleeding, the tongue was coated, and there was a purulent 
gingivitis. The pharynx and tonsils were injected, and the 
tonsillar glands were enlarged and tender. There was no 
other lymphadenopathy, and nothing abnormal was found on 
examination of the cardiovascular, respiratory, and central 


Fig. 2—Heaamorrh: vesicles on hands and arms, most marked 
over joints. 


nervous systems. The blood-pressure was 125/95 mm. Hg. 
The ocular fundi were normal. The abdomen was soft, and 
the liver and spleen were impalpable. Effusions were present 
in the left knee and ankle joints; and, though there was no 
swelling of the right elbow, movements there were restricted 
and painful. The other joints were normal. 

Investigations.—The urine contained much protein but was 
otherwise normal. A blood-count showed red cells 6,000,000 
per c.mm., Hb 118% (Sahli), white cells 21,600 per c.mm. 
(neutrophils 72%, lymphocytes 14%, monocytes 14%). 
The bleeding-time and clotting-time were normal. Capillary 
fragility was not increased (Hess test negative). Radiography 
of the chest was normal. 

Treatment and Progress (fig. 3).—Parenteral penicillin was 
given from the day of admission and was continued for 
thirty-five days. Soluble sulphathiazole was also given intra- 
muscularly from the second day, but was discontinued when 
streptomycin therapy was begun. No new skin lesions 
appeared, but some of the vesicles became pustular. All the 
oropharyngeal lesions became eroded, and small sloughs 
formed on them. Despite dysphagia the patient took fluids 
by mouth, and these were supplemented by saline solution 
given per rectum. Dysuria was complained of during the 
first week, but there was no-urethral discharge. 

May 25.—Streptomycin therapy was begun with a dosage 
of 0-5 g. four-hourly. © The skin lesions were drying, but oral 
sloughs were spreading and becoming confluent, and there 
was profuse salivation. The mouth gave rise to considerable 
anxiety in spite of constant attention. Joint effusions 
were unchanged. z 

May 28.—The patient’s condition had deteriorated. His 
temperature was 101°F, with increased prostration and 
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trismus. His mouth and throat now presented an alarming 
picture, since the entire buccal mucosa, palate, and fauces 
were concealed by a thick greyish-white adherent membrane, 
and there was constant oozing of blood from the fissured lips. 
Next day this false membrane began to separate, leaving a 
raw bleeding surface, and the patient complained of severe 
burning retrosternal pain on swallowing. The joint effusions 
were resolving. Streptomycin was discontinued, a total of 
6-5 g. having been given. During the next four days the 
temperature continued elevated and irregular, with a dispro- 
portionately high pulse-rate. Large sloughs separated from 
the mouth, gums, and pharynx, with slight loss of tissue, and 
the retrosternal pain continued. Large doses of nicotinamide, 
riboflavine, and ascorbic acid were administered. 

May 31.—Neoarsphenamine 0-15 g. was given intravenously 
on alternate days. The patient had now developed rales at 
both lung bases and a loose cough with increasing amounts 
ofwatery sputum. Small amounts of fresh blood and melena, 
with traces of mucous and necrotic tissue, were passed per 
rectum, and his hemoglobin level had fallen. 

June 2.—A transfusion of fresh blood was given, after 
which there was no more bleeding per rectum, but at this 
stage hemorrhages and exudates were first noted in both 
ocular fundi. 

June 6.—All cutaneous lesions hdd crusted and fallen off, 
and the condition of the mouth had much improved. The 
patient was taking solids by mouth but still salivated 
copiously, and the amount of sputum was about 20 oz. daily. 

June 11.—There was definite consolidation of the right 
lower lobe. Separation of sloughs from the mouth was now 
complete, leaving the oral mucosa friable and hyperemic. 
Sulphathiazole was given by mouth in gradually reduced 
doses for the next ten days, by which time the consolidation 
had resolved. 

June 13.—The patient was afebrile, in spite of a severe 
laryngitis lasting five days early in convalescence. 


July 22.—He was discharged, the only residua of the: 


illness being deeply pigmented coppery spots at the sites of 


Fig. 4—Residual pigmentation and scars. 


. the eosinophils never rose above 2%. 


the larger skin lesions, and loss of the uvula, which had 
sloughed completely. These pigmented spots were still 
present when he was seen six months later, and some had 
central depressions covered by fine scars (fig. 4), but he was 
otherwise well and free from symptoms. 

Laboratory Investigations—The highest white-cell count 
after admission was 21,000 per c.mm. on June 1 (polymorphs 
89%, eosinophils 1%, lymphocytes 7%, monocytes 3%) ; 
The heavy albuminuria 
noted on admission persisted until the patient was afebrile. 
Occasional red and white cells were noted a few times. The 
urine was sterile throughout. 

Repeated attempts at culturing organisms from the blood, 
vesicle fluid, throat, and an excised skin lesion were negative 
or grew only contaminants. During the stage of pulmonary 
consolidation Strep. pneumonie and a penicillin-resistant 
Staph. aureus were found in the sputum. The blood Wasser- 
mann and Kahn reactions were negative, as also were serum 
agglutinations against the typhoid, paratyphoid, abortus, and 
salmonella groups, and the Paul-Bunnell and Weil-Felix 
reactions, The Strauss reaction and complement-fixation 
and conglutination tests for Pf. mallet were negative, and 
injection of vesicle fluid into a guineapig gave negative results, 
The blood-antistreptolysin titre was 60 units per ml. at the 
height of the illness. 

Virus-neutralisation tests against herpes virus were done on 
the serum on two occasions: at the middle of the illness and 
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Fig. 5—Electrocardiograms (standard leads): a, June 9, 1948; b, 
June 17, 1948; c, July 20, 1948. 


early in convalescence. On both occasions there was a 
positive titre at 1/16, which was considered not significant. 

Histological examination of an excised cutaneous vesicle 
showed a non-specific inflammation, and no organisms or 
inclusion-bodies were seen. 

Electrocardiograms (fig. 5): on June 9 the T wave was flat 
in all limb leads and chest leads; on the 17th the T wave 
was still iso-electric in leads 11 and m1; and on June 30 
the T wave was upright in all leads and of normal voltage. 


DISCUSSION 


To those unfamiliar with it this condition is puzzling 
and, as in the present case, leads to extensive laboratory 
investigations to establish a diagnosis. The differential 
diagnosis is discussed by Fletcher and Harris (1945). 

The sudden onset of fever, sore throat, and exudative 
lesions of the skin and mouth, with progressive involve- 
ment of many orificial surfaces, and the extension to 
viscera, is characteristic of the severe type of erythema 
multiforme exudativum of Hebra. Of the features 
presented here the pseudomembranous oropharyngitis 
was perhaps the most striking. In contrast to the 
exanthem, it is the most constant feature of this disease, 
and Schwartz and Brainerd (1946) are of the opinion 
thet the mouth lesion is so characteristic as to be 
patoognomonic. Though the exanthem varies in its 
morphology, the severe types of erythema multiforme 
exudativum are almost invariably associated with a 
vesiculo-bullous eruption, often hemorrhagic,. of the 
type seen in the present case, leaving residual pigmenta- 
tion on healing. Cases with mucosal lesions and consti- 
tutional symptoms only and without a rash have been 
reported (Wentz and Seiple 1947, Grossman 1946). In 
the present case the eyes were not affected as they so 
often are (thé so-called Stevens-Johnson syndrome), 
often with disastrous sequele. An unusual feature was 
the electrocardiographic changes suggesting a transient 
pericarditis (fig. 5). Electrocardiographic abnormalities 
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Von Hebra, in 1860, isolated from other erythemata a 
malignant type of erythema multiforme characterised by 
erythemato-vesicular, bullous, or purpuric skin lesions, 
involvement of orificial membranes, and constitutional 
disturbances (von Hebra 1866). To this syndrome other 
clinicians early added bullous lesions in the mouth and 
oropharynx, ophthalmia (“herpes iris conjunctive,” 
Fuchs 1876), and visceral and joint manifestations 
(Bazin 1862, Quinquaud 1882, Kaposi 1893, von Diring 
1896, Osler 1895). Subsequent descriptions of the 
syndrome have appeared under different names, such 
as ‘‘ ectodermose erosive pluriorificialis ’’ (Rendu 1916), 
“eruptive fever with stomatitis and ophthalmia,” 
(**Stevens-Johnson syndrome,’ Stevensand Johnson 1922), 
*‘ dermato-stomatitis,’ (Baader 1925), and ‘“ mucosal 
respiratory syndrome ”’ (Stanyon and Warner 1945). 

Of recent years many cases of this syndrome have been 
reported, mostly from America but also from Scandinavia 
(Ustvedt 1948) and from this country (Dowling 1940, 
Sneddon 1947, Murray 1947, Nellen 1947, Johnstone 
1947, Neale 1948). The published reports have been 
reviewed by Keil (1940), Lever (1944), and Soll (1947). 

The following case, typical of erythema multiforme 
exudativum, is of interest because of the extraordinary 
severity followed by complete recovery, and the negative 
results of bacteriological investigations. 


CASE-RECORD 


A butcher's assistant, aged 27, was admitted to hospital 
on May 22, 1948. Fifteen days before admission he developed 
a sore throat with fever and sweating. He stayed in bed for 
three days, and during that time took 7 g. of sulphadiazine 
prescribed by his doctor. On the fourth day he returned to 
work feeling improved. Six days later he developed small 
“blisters”? on the lips, tongue, and mouth, with malaise, 
frontal headache, and anorexia. During the next twenty-four 
hours purplish spots developed on the face, forearms, hands, 
and feet, and spread 
to the neck, shoul- 
ders, and thighs, 
and some became 
vesicular. The 
mouth was then 
very painful, and 
two days after the 
onset of the rash 
the patient com- 
plained of painful 
swelling of the right 
elbow. During the 
day before admis- 
sion he became 
increasingly pros- 
trated, with 
generalised abdomi- 
nal discomfort, 
nausea and retch- 
ing, and difficulty 
in swallowing. 
There was a dry 
cough, and the left 
knee and ankle became swollen and painful. Micturition was 
unaffected, and the bowels were slightly loose. 

On the day before admission a small nephew sleeping in the 
same room was admitted to an infectious diseases hospital 
with mild scarlatina, and three days later his brother-in-law, 
also living in the same house, developed a “septic sore 
throat” ; but no bacteriological investigations were made. 

Past History.—Apart from measles in infancy there had 
been no previous illness. By reason of his occupation the 
patient had been liable to minor sepsis of the hands and 





Fig. |—Distribution of lesions on face. 
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fingers, and had had an infection of the right fourth finger 
about four weeks previously, which ‘healed in a few days 
without specific treatment. 

On examination the patient was a slim pale young man, 
desperately ill and prostrate. Temperature 98-4°F, pulse- 
rate 128, respirations 20 per.min. He had _ well-marked 
foetor oris and a recently healed paronychia on the right 
fourth digit. Scattered over his face, neck, shoulders, arms, 
and legs were circular purplish-red circumscribed vesicles 
surrounded by a narrow zone of erythema (figs. 1 and 2). 
They were mainly on the extensor surfaces of the arms and 
the flexor surfaces of the legs, and were especially numerous 
on the buttocks. The trunk was clear, apart from two lesions 
in the right groin and on the scrotum. The vesicles varied 
from a few millimetres to more than a centimetre in diameter, 
the larger ones lying over bony prominences, such as the 
elbows, metacarpophalangeal joints, and malleoli. They 
were not umbilicated and contained a thin sanguineous fluid. 
On the mucosa of the lips, palate, mouth, and pharynx were 
numerous cherry-red macules on which were superimposed 
small vesicles. Many were eroded. The lips were fissured 
and bleeding, the tongue was coated, and there was a purulent 
gingivitis. The pharynx and tonsils were injected, and the 
tonsillar glands were enlarged and tender. There was no 
other lymphadenopathy, and nothing abnormal was found on 
examination of the cardiovascular, respiratory, and central 


‘ 


as. ey 


Fig. 2—Hamorrhagic vesicles on hands and arms, most marked 
over joints. 


nervous systems. The blood-pressure was 125/95 mm. Hg. 
The ocular fundi were normal. The abdomen was soft, and 
the liver and spleen were impalpable. Effusions were present 
in the left knee and ankle joints; and, though there was no 
swelling of the right elbow, movements there were restricted 
and painful. The other joints were normal. 

Investigations.—The urine contained much protein but was 
otherwise normal. A blood-count showed red cells 6,000,000 
per c.mm., Hb 118% (Sahli), white cells 21,600 per c.mm. 
(neutrophils 72%, lymphocytes 14%, monocytes 14%). 
The bleeding-time and clotting-time were normal. Capillary 
fragility was not increased (Hess test negative). Radiography 
of the chest was normal. 

Treatment and Progress (fig. 3).—Parenteral penicillin was 
given from the day of admission and was continued for 
thirty-five days. Soluble sulphathiazole was also given intra- 
muscularly from the second day, but was discontinued when 
streptomycin therapy was begun. No new skin lesions 
appeared, but some of the vesicles became pustular. All the 
oropharyngeal lesions became eroded, and small sloughs 
formed on them. Despite dysphagia the patient took fluids 
by mouth, and these were supplemented by saline solution 
given per rectum. Dysuria was complained of during the 
first week, but there was no urethral discharge. 

May 25.—Streptomycin therapy was begun with a dosage 
of 0-5 g. four-hourly. The skin lesions were drying, but oral 
sloughs were spreading and becoming confluent, and there 
was profuse salivation. The mouth gave rise to considerable 
anxiety in spite of constant attention. Joint effusions 
were unchanged. 

May 28.—The patient’s condition had deteriorated. 


His 
temperature was 101°F, with increased prostration 


and 
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Fig. 3—Temperature chart and treatment. 


trismus. His mouth and throat now presented an alarming 
picture, since the entire buccal, mucosa, palate, and fauces 
were concealed by a thick greyish-white adherent membrane, 
and there was constant oozing of blood from the fissured lips. 
Next day this false membrane began to separate, leaving a 
raw bleeding surface, and the patient complained of severe 
burning retrosternal pain on swallowing. The joint effusions 
were resolving. Streptomycin was discontinued, a total of 
6-5 g. having been given. During the next four days the 
temperature continued elevated and irregular, with a dispro- 
portionately high pulse-rate. Large sloughs separated from 
the mouth, gums, and pharynx, with slight loss of tissue, and 
the retrosternal pain continued. Large doses of nicotinamide, 
riboflavine, and ascorbic acid were administered. 

May 31.—Neoarsphenamine 0-15 g. was given intravenously 
on alternate days. The patient had now developed rales at 
both lung bases and a loose cough with increasing amounts 
of watery sputum. Small amounts of fresh blood and melzna, 
with traces of mucous and necrotic tissue, were passed per 
rectum, and his hemoglobin level had fallen. 

June 2.—A transfusion of fresh blood was given, after 
which there was no more bleeding per rectum, but at this 
stage hemorrhages and exudates were first-noted in both 
ocular fundi. 

June 6.—All cutaneous lesions had crusted and fallen off, 
and the condition of the mouth had much improved. The 
patient was taking solids by mouth but still salivated 
copiously, and the amount of sputum was akout 20 oz. daily. 

June 11.—There was definite consolidation of the right 
lower lobe. Separation of sloughs from the mouth was now 
complete, leaving the oral mucosa friable and hyperemic. 
Sulphathiazole was given by mouth in gradually reduced 
doses for the next ten days, by which time the consolidation 
had resolved. 

June 13.—The patient was afebrile, in spite of a severe 
laryngitis lasting five days early in convalescence. 

July 22.—He was discharged, the only residua of the 
illness being deeply pigmented coppery spots at the sites of 
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Fig. 4—Residual pigmentation and scars. 
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the larger skin lesions, and loss of the uvula, which had 


sloughed completely. These pigmented spots were still 
present when he was seen six months later, and some had 
central depressions covered by fine scars (fig. 4), but he was 


otherwise well and free from symptoms. 

Laboratory Investigations.—The highest white-cell count 
after admission was 21,000 per c.mm. on June | (polymorphs 
89%, eosinophils 1%, lymphocytes 7%, monocytes 3%) ; 
the eosinophils never rose above 2%. The heavy albuminuria 
noted on admission persisted until the patient was afebrile. 
Occasional red and white cells were noted a few times. The 
urine was sterile throughout. 

tepeated attempts at culturing organisms from the blood, 
vesicle fluid, throat, and an excised skin lesion were negative 
or grew only contaminants. During the stage of pulmonary 
consolidation Strep. pnewmonie and a _penicillin-resistant 
Staph. aureus were found in the sputum. The blood Wasser- 
mann and Kahn reactions were negative, as also were serum 
agglutinations against the typhoid, paratyphoid, abortus, and 
salmonella groups, and the Paul-Bunnell and Weil-Felix 
reactions. The Strauss reaction and complement-fixation 
and conglutination tests for Pf. mallei were negative, and 
injection of vesicle fluid into a guineapig gave negative results, 
The blood-antistreptolysin titre was 60 units per ml. at the 
height of the illness. 

Virus-neutralisation tests against herpes virus were done on 
the serum on two occasions: at the middle of the illness and 














a b " c 


Fig. 5—Electrocardiograms (standard leads): a, June 9, 1948; b, 
June 17, 1948; c, July 20, 1948. 


early in convalescence. On both occasions there was a 
positive titre at 1/16, which was considered not significant. 

Histological examination of an excised cutaneous vesicle 
showed a non-specific inflammation, and no organisms or 
inclusion-bodies were seen. 

Electrocardiograms (fig. 5): on June 9 the T wave was flat 
in all limb leads and chest leads; on the 17th the T wave 
was still iso-electric in leads 1 and mr; and on June 30 
the T wave was upright in all leads and of normal voltage. 


DISCUSSION 


To those unfamiliar with it this condition is puzzling 
and, as in the present case, leads to extensive laboratory 
investigations to establish a diagnosis. The differential 
diagnosis is discussed by Fletcher and Harris (1945). 

The sudden onset of fever, sore throat, and exudative 
lesions of the skin and mouth, with progressive involve- 
ment of many orificial surfaces, and the extension to 
viscera, is characteristic of the severe type of erythema - 
multiforme exudativum of Hebra. Of the features 
presented here the pseudomembranous oropharyngitis 
was perhaps the most striking. In contrast to the 
exanthem, it is the most constant feature of this disease, 
and Schwartz and Brainerd (1946) are of the opinion 
thet the mouth lesion is so characteristic as to be 
patnognomonic. Though the exanthem varies in its 
morphology, the severe types of erythema multiforme 
exudativum are:almost invariably associated with a 
vesiculo-bullous eruption, often hemorrhagic, of the 
type seen in the present case, leaving residual pigmenta- 
tion on healing. Cases with mucosal lesions and consti- 
tutional symptoms only and without a rash have been 
reported (Wentz and Seiple 1947, Grossman 1946). In 
the present case the eyes were not affected as they so 
often are (the so-called Stevens-Johnson syndrome), 
often with disastrous séquele. An unusual feature was 
the electrocardiographic changes suggesting a transient 
pericarditis (fig. 5). Eleetrocardiographic abnormalities 
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are rarely reported in erythema multiforme exudativum. 
Changes of a non-specific nature were noted by Patz 
(1947) and Edgar and Syverton (1938), but pericarditis 
has not previously been reported. 

The cause of this interesting condition is still obscure. 
The nature of the disease, with its abrupt febrile onset 
and self-limiting course, suggests an infection, but 
attempts to isolate a causal organism are always unsuc- 
cessful. The offending organism might be a virus, and 
known. virus infections often accompany or immediately 


precede the disease; these include herpes simplex 
(Forman and Whitwell 1934), mumps (Edgar and 
Syverton 1938, Kove 1945), and primary atypical 


pneumonia (Stanyon and Warner 1945, Commission on 
Acute Respiratory Diseases 1946, Finland et al. 1948). 
Nevertheless, all virus studies and attempts to find a 
transmissible agent have been uniformly negative. 

The possibility that erythema multiforme exudativum 
is a toxic drug reaction bears consideration, and there 
are an increasing number of cases in which drugs, and 


especially the newer chemotherapeutic agents, are 
incriminated, such as sulphonamides, phenobarbitone, 


phenolphthalein, ‘ Diasone,’ phenytoin sodium, ‘ Tri- 
dione,’ and even penicillin. In only one case has the 
drug-sensitivity hypothesis been fully substantiated. 

In Straus’s (1948) case a severe attack of erythema 
multiforme exudativum with a bullous skin-rash, 
stomatitis, genital lesions, and purulent keratoconjunc- 
tivitis developed after the administration of 2 g. of 
sulphathiazole for chancroid. The patient recovered 
and, when he was weil, sulphonamide sensitivity was 
tested by a passive transfer test in which 0:05 ml. of 
serum from a patient undergoing sulphadiazine therapy 
was injected intradermally. Two days later there was a 
severe recurrence of the illness exactly similar to the first 
attack, and the patient again recovered. Shorily after- 
wards he was given a test dose of 0-4 g. of sulphadiazine 
by mouth, and two days later he had a third attack 
of bullous erythema multiforme with ophthalmia and 
stomatitis as before. There is no doubt that in this case 
an illness indistinguishable from erythema multiforme 
exudativum was thrice provoked by sulphonamides. 

Attention has recently been directed to the view that 
this syndrome is a hypersensitivity reaction, occurring in 
previously sensitised tissues. The sensitising allergens 
are probably multiple: bacterial, virus, food proteins, 
and drugs, the drugs acting as haptens and combining 
with serum-protein to form antigen. If this explanation 

. is correct, erythema multiforme exudativum falls into the 
anaphylactoid group of diseases which includes the Henoch- 
Schoenlein group of vascular purpuras and erythema 
nodosum, with both of which it has features in common. 

There are two possible factors in the «etiology of the 
present case. The patient had a febrile illness with sore 
throat about a week before the onset of the disease, and 
two contacts developed streptococcal infections. Treat- 
ment was with sulphadiazine, and either this, or the 
infection for which it was given, may have precipitated 
the illness. However, sulphonamides were repeated soon 
after admission and again in full doses later in the 
illness, without any exacerbation of his condition or 
recrudescence of the eruption, and can thus be excluded, 
leaving streptococcal infection as the probable allergen, 
though the eruption may have been provoked by 
sulphadiazine in a patient sensitised to a co-existing 
streptococeal ‘infection (Doxiadis and McLean 1948). 

There is no evidence that the antibiotics exhibited had 
any direct effect on the course of the disease, though 
they probably contributed to the ultimate recovery by 
the control of secondary infection. 

SUMMARY 

A ease of severe erythema multiforme exudativum 
(Hebra) is presented, and the etiology of the disease is 
discussed briefly. 


In the pathogenesis of this condition an allergic 
response to bacteria, bacterial products, drugs, and other 
sources of protein probably plays an important rdle. 


I wish to thank Prof. E. P. Sharpey-Schafer for permission 
to publish this case, and Dr. Russell Fraser for help with the 
manuscript. 
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Preliminary Communication 


TASTE SENSITIVITY TO PHENYLTHIOUREA 
IN GOITRE AND DIABETES 


PHENYLTHIOUREA tastes bitter to some people and 
not to others.!_ In European and American populations 
the distribution of taste thresholds has been found to be 
bimodal, about 30% of the individuals tested falling into 
the relatively insensitive (non-taster) class. It is thought 
that non-tasters are homozygous for a single recessive 
gene.2. According to Harris and Kalmus,’ tasters and 
non-tasters with respect to phenylthiourea show the 
same differential taste response to a large number of 
other substances containing the grouping: 

-N—C—. 
I 
S 
Many of these substances are known to be goitrogenic, 
and some probably occur naturally in common foods. 

In view of these facts it seemed worth while to 
examine the reactions to phenylthiourea of patients 
suffering from different. forms of thyroid disease. We 
have studied 352 patients with thyroid disorder and as 
controls we have data on 541 normal subjects. In view 
of the findings of Terry and Segall > that the proportion 
of non-tasters is higher among diabetics we have also 
studied 103 diabetic patients. 

The main findings are summarised in the accompanying 
table. The patients with thyroid disorder were classified 
into two main groups: toxic diffuse goitre (primary 
thyrotoxicosis), and nodular goitre. In 71% of the 
latter the nodular character of the goitre was verified 
by examination of the specimen obtained at operation ; 

61% of the nodular goitres were non-toxic. 





1. Fox, A. L. Proc. U.S. nat. Acad, Sci. 1932, 18, 155. . 

2 ae F. Ibid, p. 120. Snyder, L. H. Ohio J. Sci- 
1932 36 

3. Harris, H., Kalmus, H. Nature, Lond. 1949, 163, 878. 

4. Astwood, #. B. Ann. intern. Med. 1949, 30, 1087. 

5. Terry, M. C., Segall, G. J. Hered, 1947, 38, 135. 
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Yen Total No. and % of 
Group ; no. | non-t ters 
Normal subjects “a om 541 | 169 (31-2%) 
Diabetic patients. . ot a 103 | 31 (30-1%) 
Toxic diffuse goitre i @| 218 67 (30-7%) 
Nodular goitre pi - | 134 | 55 (41-:0%) 
Totals .. xe .. | 996 322 (323%) 





The taste sensitivity in all the controls, the diabetics, 
and most of the thyroid patients was measured by the 
method of Harris and Kalmus,® in which exact taste 
thresholds are determined. Some of the thyroid patients 
(23%) were classified according to their response to a 
single critical solution of phenylthiourea. 

The proportion of non-tasters in the group of patients 
with toxic diffuse goitre and in the group of diabetics 
agrees very well with the proportion found in the 
controls. There is, however, a somewhat higher incidence 


6. Harris, H., Kalmus, H. Ann. Eugen., Lond. (in the press), 
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of non-tasters among the patients with nodular goitre ; 
this is significantly different at the 5% probability level 
from the proportion found in the controls (y?=4°65 for 
one degree of freedom). There was a similar proportion 
of non-tasters among the cases of toxic and non-toxic 
nedular goitre. 

The data suggest that non-tasters may be somewhat 
more susceptible to the development of nodular goitre 
than tasters, though the number of patients it has been 
possible to examinesso far, and the level of significance 
in the differences observed, are hardly adequate for such 
a conclusion to be drawn firmly. The object of this 
note is to stimulate similar inquiries in other centres. 

H. Harris 
M.A., M.B. Camb. 
Galton Laboratory, University College, H. KaLMus 


and Medical Unit, University College . . 
Hospital Medical School, London, M.D., D.Sc. Prague. 
W. R. TROTTER 


D.M. Oxfd, M.R.C.P. 





New Inventions 





A SET OF CALLIPERS FOR ANATOMICAL 
MEASUREMENTS 

THE callipérs described here were designed and 
constructed in the radiotherapy department of the 
Royal Northern Hospital, mainly to assist the radio- 
therapist to plan treatment, but they should also be 
useful in gynecology, obstetrics, and other branches of 
medicine. 

Fig. 1 shows two pairs of callipers which are identical, 
except in size; the larger pair reads from 0 to 60 cm. 
and the smaller from 0 to 50 cm. Two sizes were 
constructed because it is sometimes necessary to make 
use of the greater depth between the tips and the pivot 
of the larger pair. On the other hand, the smaller pair 
is sometimes easier to manipulate. A scale of centi- 
metres in 0°5 cm. stages is provided on three sides of one 
arm to enable a direct reading to be taken in any likely 
position. The two arms, which are pivoted at the upper 
extremity and may be locked with a thumbscrew, are 
connected by a link which slides an indicator along the 
scale as the arms move and thus registers the distance 
between the points. The callipers are 6perated by hold- 
ing the handle in the left hand and sliding the indicator 
with the right hand by the grips provided. As the arms 
open, the link retreats towards the pivot and allows the 
full depth of the callipers to be used for the greater measure- 
ments. The scales are not linear but are openly spaced 
for the lower readings and close gradually towards the 
higher readings. Thus all measurements may be made 
with about the same degree of accuracy. In other 
callipers the scale markings are often so small that low 
values are difficult to read. 

Fig. 2A shows a pair of callipers intended primarily 
for locating the position of the cervix with reference to 
the skin surface, or for measurements from the rectum, 





but it also has other uses. There are two horizontal 
arms: one straight and fixed, and the other shaped and 
sliding on a vertical pillar above it. The fixed arm is 
of polished metal on which is engraved a scale of centi- 
metres in 0-5 cm. stages. A small slide, which can be 
fixed with a set-screw, indicates the depth of insertion. 
Since this arm is inserted into the vagina it is made 
detachable for cleaning and _ sterilisation after use. 
The upper arm slides vertically along its supporting 
pillar, on both sides of which is a scale of centimetres 


“reading from 0 to 23 cm. ‘ The instrument is held by the 


handle, and the fixed arm is inserted into the vagina 
until the extremity reaches the cervix. The upper 
arm is then lowered until its point toughées the skin, 
when the vertical distance from the cervix te. the skin 
can be read directly from the scale, which -is full size. 
In a similar instrument, described by Jarvis,’ the scale 
is considerably reduced and must therefore be less 
accurate, and the tip of the moving arm is not vertically 
above the tip of the straight vaginal rod except in one 
position. 

Fig. 2B shows a combination of inside and outside 
callipers designed for making transverse measurements 
in the mouth, though it has other purposes. This 
instrument is intended for smaller measurements than 
the three previous models, so the scale on the central 
dial gives a magnified reading (1-7/1 cm.). The range 
is 0-20 cm. for the outside callipers and 1-5-20 cm. 
for the inside callipers. The dial is rotated by a fine 
chain drive anchored to the two limbs of the callipers and 
passing round a central pulley. A spring-loaded pulley 
keeps the chain taut in all positions of the arms. The 
dial and mechanism are enclosed in a transparent case. 
The instrument can be operated with one hand. 

Fig. 2c shows an instrument for making anterior- 
posterior measurements in the mouth. The callipers 
consist of two parallel members, one fixed and the other 
moving. The extremities have small extensions at right 
angles to the arms so that the operator can easily observe 
the position of the tips. The moving member slides 
along the underside of the fixed one and is operated by 
a scissors motion. A rack cut in the sliding member 
works a gear-wheel which rotates a dial bearing, on both 
sides, a scale with a magnified reading (2/1 cm.), the 
range being 0-10 cm. The scissors grip allows the 
instrument to be operated with one hand. 

This set of instruments can be used to take all the body 
measurements for which callipers are normally required, 
and in each case the ease with which the scales can be 
read while in position on the patient has been the first 
consideration. 

All the legs of the callipers except the vaginal rod shown 
in fig. 2A are made of ‘ Tufnol,’ which is light and strong 
and can be sterilised in ‘ Dettol’ without harm. 

B. A. SPICER 


Royal Northern Hospital, Senior Technician, 
London. Medical Research Council. 


1. Jarvis, J. B. Radiology, 1949, 6, 866. 
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Reviews of Books 


Modern Practice in Ophthalmology 
H. B. STALLARD, M.B.E., M.A., M.D., F.R.C.S., surgeon, 
Moorfields, Westminster and Central Eye Hospital; eye 
surgeon, St. Bartholomew’s Hospital, London. London: 
Butterworth. 1949. Pp. 525. 65s. 


THis is the work of 14 different authors, giving their 
views on modern ophthalmic practice for the information 
of the general practitioner. The routine groundwork 
has been well covered and the information is standard 
ophthalmic teaching. It seems doubtful how much the 
family doctor will want to know of optics and the theory 
of refraction, and a good deal of this section might 
have been omitted in favour of a longer discussion on 
contact lenses and an exact summing up, based on some 
hundreds of cases, of the extent to which patients who 
have bought these lenses have subsequently worn them. 

Dr. 8S. P. Meadows’s section on medical ophthalmology 
is outstanding for its lucidity and learning, while Mr. 
John Foster on methods of examination, and the editor 
himself on surgical topics, make excellent reading. In 
a new edition Mr. Bruce Hamilton might make it clear 
what anesthetic he uses for probing the lacrimal passages 
in the adult; at present the reader is left to presume 
that cocaine drops are used, and these would certainly 
be inadequate. The writer on retinal detachment should 
warn the practitioner that his duty towards a patient 
with suspected or diagnosed retinal detachment is to 
send him to bed until a specialist’s advice can be obtained. 
There are many good colour illustrations, but also some 
which are old and should be improved. The book 
contains a great deal of useful information and presents 
modern ophthalmology from many different aspects. 


The New York Academy of Medicine 
Its First Hundred Years. Puitie VAN INGEN, M.D. New 
York ; Columbia University Press. 1949. Pp. 543. 55s. 


EVEN though, as Dr. Van Ingen explains, he was 
equipped with ‘‘a two-machine Soundscriber,’’ which 
enabled him to dictate while the previous day’s dictation 
was being typed, the task of compiling this history from 
at least 12,000 pages of minutes of meetings of the 
academy and of its committees—in the early years 
often in almost illegible handwriting—proved formidable. 
The result of his labours cannot fail to be interesting ; 
yet in a way it is also disappointing. His book is not so 
much a history of the academy as a vast collection of 
material from which such a history might be written. 
To adhere to a strictly chronological sequence, from 
session to session and from president to president, makes 
for a disconnected story. For each session the list of 
appointments to office, of resignations, and of deaths 
must be given, the financial position and the work 
of the various committees reviewed, scientific com- 
munications appraised, new ventures and developments 
described, disputes and accusations put on record. 
A considered and continuous account of the steady rise 
in ethical standards would have been fascinating, for 
the academy was founded in an America which had not 
yet shed its roughness and rawness. The fellows first 
appointed seem to have regarded it mainly as an associa- 
tion likely to strengthen their hands in the bitter struggle 
for daily bread against charlatans of all sorts. Its com- 
mittee on admissions seems never to have asked itself 
‘* Is there any reason why this man should be elected ? ” 
but always “Is there any reason why he should not be 
elected ? ” Collection of dues—the tax, as it was called— 
was a matter of great difficulty, and so many were in 
arrears that a professional collector had to be employed. 
Charges of advertising or of fee-splitting were brought 
even against men who were prominent in the affairs of 
the academy. As late as 1879 the president, Dr. Barker, 
was accused of falsely claiming to be a graduate of 
medicine of Paris, thus rendering himself liable to 
prosecution for perjury. The president’s defence was 
that he had lost the diploma; but he. called friends to 
witness that it had once been in his possession, and the 
committee of ethics unanimously voted that the charge 
was unsustained—even though the Faculty of Medicine 
of Paris stated that his name was not on their lists. 


REVIEWS OF BOOKS 
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The change from all these unhappy beginnings to the 
high position, secure and honoured, which the academy 
now holds is the fascinating theme of this book, obscured 
though it is by the simultaneous consideration of other 
aspects of development. 


Diagnostic Tests for Infants and Children 


H. BEHRENDT, M.D. New York and London : Interscience 
Publishers. 1949. Pp. 529. 57s. 


Dr. Behrendt is to be congratulated on his great 
industry in bringing together in one volume the tests 
for diagnosis of disease in infancy and childhood. The 
book should interest the clinician who is anxious to verify 
his clinical findings by biochemical tests and to study 
the way in which the various morbid processes are 
produced. The material is comprehensive and well 
arranged and. each test is dealt with under subheadings 
—such as pediatric considerations, procedure, and 
interpretation. In some sections the pediatric con- 
siderations are very brief and might well be included 
in the interpretations, which are well done and give 
the reader a good idea of the value of the tests and 
the significance of departures from normal. The methods 
are described in detail; in some instances (in tests for 
the estimation of inorganic phosphorus for example) 
more than one method is given, but Dr. Behrendt does 
not state his own preferences. Besides tests for the 
diagnosis of digestive, renal, hepatic, and endocrine 
functions, there are chapters (some written by other 
authors) on the inorganic constituents of the body, 
and on the tests used in the study of vitamin nutrition, 
immunology, psychology, hearing, and sight. The 
simple side-room tests are omitted. There is a valuable 
list of references at the end of each chapter, and the book 
will be a useful addition to every pediatric reference 
library. 


Year Book of Medicine, 1949 (Chicago: Yearbook 
Publishers. London: H.K. Lewis. 1949. Pp. 831. 31s. 6d.).— 
The editors, led by Dr. Paul B. Beeson, this year cover recent 
advances in the medical care of infections, the chest, the 
blood and blood-forming organs, and the kidney, the heart 
and blood-vessels, and the digestive system. The purpose 
and value of volumes in this series are well known, and this 


one carries on a sound tradition. 


May and Worth’s Diseases of the Eye (10th ed. 
London: Bailliére, Tindall, and Cox. 1949. Pp. 548. 22s. 6d.). 
—Ever since May and Worth first appeared in 1906 it has 
been intended as a textbook for students and general practi- 
tioners. This aim has been maintained by Mr. Montague L. 
Hine, F.R.C.S., in producing the new edition, and he has done 
his job admirably. In a volume of handy size and easily read 
type both student and practitioner will find the answer to 
any question in ophthalmic practice with which they may 
be confronted ; indeed as value for money it is hard to see 
how this little volume could be bettered. It does not matter 
that some of the ophthalmic operations described have been 
somewhat superseded, for the reader of this book will need to 
know nothing but the bare outlines of such procedures, The 
figures are good, though no. 100 shows a lacrimal probe 
pointing in a strange direction if it is to pass down the 
nasolacrimal duct. 


Illustrations of Surgical Treatment, Instruments, 
and Appliances (3rd ed. Edinburgh: E. & 8. Livingstone. 
1949. Pp. 391. 25s.).—After a short chapter on intravenous 
infusion, Mr. Eric L. Farquharson, F.R.c.s., introduces the 
main feature of this book—ingenious methods of treating 
fractures, well illustrated. Recent methods have been incor- 
porated, and the whole section is most comprehensive and 
useful. No less than 120 pages of illustpations of surgical 
instruments follow. These may be of value to examination 
candidates (if they are still expected to name the various 
instruments) but are of little use to the practical man dealing 
with fractures along the lines given in the main part of the 
book. The main chapters are so delightful that most people 
would {willingly sacrifice these illustrations in favour of 
more text. 


~ Messrs. H. K. Lewis are the English publishers of 
Blakiston’s New Gould Medical Dictionary (see Lancet, Oct. 15, 
p. 702.). The price is 45s. on ordinary paper and 55s. on thin 
paper. 
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In all branches of surgery, Penicillin Nonad Tulle has been 
welcomed as an effective bacteriostatic dressing for 
operation wounds, including those of eyes, ears and nose, 
and those of skin grafting. 


This non-adherent, sterilized gauze dressing of wide mesh 
is impregnated with an emulsifying base containing 1,000 
units of penicillin per gramme, equivalent to 160 units of 
penicillin per square inch of tulle. 


Dressings of Penicillin Nonad Tulle are easily and painlessly 
removed without destroying the granulation and epithelial 
tissues in process of formation. 


PENICILLIN NONAD TULLE 


In tins, containing 10 pieces each 4" x 4", or a strip dressing 4" x 2 yds. 
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‘Menopausal Syndrome | 


Estigyn enables the symptoms of the menopause, due to decline in 
the cestrogen secretion of the ovary, to be effectively treated by specific 
replacement therapy. 
Estigyn is a highly potent cestrogen derived from natural sources and 
is active orally. In addition it is non-toxic in therapeutic doses. The i 
improvement in subjective symptoms and the restoration to normal } 
outlook is, in many cases, gratifyingly rapid while at the same time the 
possible onset of pruritus vulve or kraurosis vulve is prevented. 

| 


ETHINYL (ESTRADIOL B.D.H. 
*ESTIGYN’ 


Tablets of 0.01 mg. and 0.05 mg. in bottles of 25 and 100- 
Literature and clinical samples available on request 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 
TELEPHONE : CLERKENWELL 3000 TELEGRAMS : TETRADOME TELEX LONDON 
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Treatment of Pernicious Anemia 


THE general practitioner may well be confused by 
the chopping and changing of opinion on the treat- 
ment of pernicious anemia. A bewildering array of 
preparations faces him, many with names that bear 
little relation to their use and give no indication of 
their nature; and, to make things worse, he may 
have on his desk literature from a pharmaceutical 
firm pressing the advantages of a preparation that he 
finds condemned in editorial columns. 

Why do names for liver and similar preparations 
for pernicious anemia vary so aggravatingly ? There 
seems no sense in it. Insulin is always labelled 
‘insulin,’ followed by the brand or registered name 
of its manufacturer, and carries a clear indication of 
the strength of the contained solution; but liver 
extracts are given such names as Campolon, Pare- 
namps, Plexan, Examen, Anahzemin, and Pernemon 
Forte—names that in no way suggest that the first 
three are dilute whole-liver extracts ; whereas the 
last three are concentrated or highly refined. There 
does exist. one American brand which is informa- 
tively labelled: ‘“‘ X brand solution of liver extract. 
— U.S8.P. units per c.c.”, In the U.S.A., moreover, 
different liver extracts are available in strengths 
varying from about 3 to 15 U.“.P. units per ml. ; the 
dose of the 15-unit solution needed for inducing 
remission in a relapsed case of pernicious anzmia is 
about 2 ml., and about 1 ml. fortnightly is enough 
for maintenance. This seems simple enough, but 
unfortunately these convincing-looking “‘ units” are 
quite arbitrary and their only value is to indicate the 
dilution. If firm A makes one solution of 5 U.S.P. 
units per ml., and one of 15 units per ml., it is a 
reasonable assumption that if 6 ml. of the former 
gives a good response, 2 ml. of the latter will do as 
well; but it certainly cannot be assumed that liver 
extract of 15 units per ml. made by firm B will 
produce an equally good response with a-dose of 
2 ml.—you have to try and see. The reasons for the 
absence of an internationally, or even nationally, 
agreed unit of liver-extract activity have often been 
discussed, and the main one is that as test object no 
good substitute has yet been found for the pernicious- 
anzmia patient in relapse. Estimation of the content 
of folic acid and of vitamin B,, has proved unreliable, 
and no other method, chemical or biological, has so 
far stood up to proper tests. If such a test is found, 
it will be a great help. 

Meanwhile six groups of preparation * are offered 
to the doctor : 

A. Liver extracts for intramuscular injection.—These 
are relatively inexpensive ; the dose for the patient in 
relapse is 12-20 ml., and 2-6 mi. weekly suffices for 
maintenance. Examples: Campolon (Bayer), Hepastab 
(Boots), Hepolon (Allen & Hanburys), Parenamps (Paines 
and Byrne), Plexan (Glaxo). 


* American liver extracts are not mentioned, because their 


importation into the United Kingdom is not at present allowed. 
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B. Concentrated or refined liver extracts for intra- 
muscular injection.—These are relatively expensive, but 
have the great advantage of small-volume doses: 4—6 ml. 
for the relapsed case, and 0-5-1-0 ml. weekly for main- 
tenance. Examples: Anahemin (B.D.H.), Examen 
(Glaxo), Hepastab Forte (Boots), Perneemon Forte 
(Organon). 

’. ‘* Proteolysed’’ liver preparations for oral use. 
These represent the most expensive way of treating 
pernicious anemia (except for vitamin B,,), but they are 
useful for patients Who dislike injections and cannot 
cope with preparations of group D. They are mostly 
used for maintenance, and DAvipsoON ! thinks that they 
may be specially useful in those cases that are relatively 
resistant to treatment. The dose is !/,-1 oz. daily. 
Examples : Proteolysed liver B.P.C., Hepamino (Evans), 
Proteolysed Liver (Paines and Byrne). The B.P. “ Liquid 
extract of liver”’ is not a proteolysed preparation and is 
little used because it is unpleasant to take and has no 
special advantages. 

D. WDesiccated-stomach preparations for oral use.— 
These are somewhat expensive, but by some authorities 
(notably WILKINSON ?) they have been particularly 
recommended for maintenance treatment of patients 
with neurological complications, and they have the 
advantage of providing a little addition to the protein 
ration. Dose */,-1 oz. daily. Examples: Desiccated 
stomach B.P.C., Extomac (Bengers), Pepsac (Boots). 

EK. Pure vitamin-B,, solution.—This is the last-comer, 
and at the moment is very expensive. Vitamin B,, will 
definitely treat pernicious anzmia in relapse—but no 
better than the preparations in groups A and B. We 
are not -yet certain about its value for maintenance. 

t has, as yet, no place in the routine treatment of 
pernicious anzemia;_ but it may have, a year hence. 
Examples: Anacobin (B.D.H.), Cobione (Merck). 

F. Folic-acid preparations.—These should not. be used 
for. the treatment of pernicious anemia. The*reason, 
which we have noticed before,‘ is that folic acid will not 
treat the neurological complications and may even 
accelerate their appearance ; patients who have initially 
no disease of the central nervous system may develop it 
if kept on folic acid for long; a recent estimate ® puts 
the risk at 80%. Administration of folic acid is the 
correct treatment for some megaloblastic anzmias- 
notably sprue—but not for pernicious anemia. Examples: 
Folvite (Lederle), Plastules with Folic Acid (Wyeth). 
The reason why folic acid is still used is, presum- 
ably, its convenience. When practitioners have little 
time they naturally prefer to prescribe a pill or capsule 
rather than give an intramuscular injection, and their 
patients also prefer it. But if the doctor cannot 
organise the time-consuming injections of groups A 
and B, he can use the preparations of groups C and D. 

The position is then, that despite much agitation 
and promise of later advances, the treatment of 
pernicious anzemia, today, still rests on the proper 
use of liver and desiccated-stomach preparations. 


Diagnosis and Treatment of. Actinomycosis 


THE striking success of the sulphonamides and 
antibiotics in actinomycosis has stimulated a new 
interest in this disease. WEED and his colleagues ® 
at the Mayo Clinic, who have made a careful study of 
necropsy material and of current suspected cases, 
urge the importance of basing the diagnosis on a 
thorough bacteriological examination, which, when 
possible, should include identification of the causative 
actinomycete in culture. In their view errors are 

Davis, L. J., Davidson, L.S. P. Quart. J. 


& Med, 1944, 13, 53. 
2. Wilkinson, J. F. Lancet, 1949, i, 291, 336. 

3. Editorial, Jbid, Sept. 24, p. 565. 
4. Editorial, Jbid, 1948, i, 371. 

5. Israéls, M. C. G., Wilkinson, J. F. Brit. med. J. Nov. 12, p. 1072. 


Proc. Mayo Clin, 


6. Weed, L. A., Baggenstoss, A. H., Bangher, L. 
1949, 24, 463. 
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common when the diagnosis is based on clinical 
findings alone. Moreover, identification of the infect- 
ing species will guide the clinician in his choice of 
treatment. 

About 90°, of all cases of actinomycosis are caused 
by the anaerobic species Actinomyces israeli (syn. 
A. bovis), which, as Lorp * showed in 1910 and many 
mycologists have since confirmed, is often present as 
a commensal in the healthy mouth, vegetating 
especially in tonsillar crypts, under the gum margins, 
and on carious teeth. In artificial culture the species 
is anaerobic or micro-aerophilic, of delicate habit; and 
incapable of producing spores or any resistant form. 
For this reason it cannot survive on natural substrata 
outside the animal body ;_ so infection does not occur 
from external sources but is always “ autogenous.” 
The principal sites of the primary disease are the cer- 
vicofacial region, usually infected by direct extension 
from the mouth ; the lungs, by aspiration infection ; 
and the cecal or appendicular region. Bacterio- 
logical examination is often necessary to establish 
the diagnosis of actinomycosis, but it is not always 
free from errors in interpretation, for the presence of 
actinomyces filaments or even “‘ grains ” in the sputum 
of a patient with a chronic pulmonary disorder does 
not necessarily indicate that the disease is pulmonary 
actinomycosis ; the organism may have been vege- 
tating in the mouth or even saprophytically in a 
bronchiectatic cavity. Last year Kay ® isolated 
A. israeli from the sputum of 109 out of 240 hospital 
patients with chronic bronchopulmonary disorders, 
and from 65 of the 109 it was also isolated by broncho- 
scopic swabbing. Bronchiectasis with varying degrees 
of pneumonitis was present in 37 of the 65, in 8 others 
there was moderately severe chronic bronchitis, and 
the remaining 20 had aspiration pneumonia, lung 
abscess, or more extensive pulmonary suppuration. 
A. wraeli is not uncommonly present, with other 
organisms, as a saprophyte in bronchiectatic and other 
chronic lung cavities, but it may play a more patho- 
genic réle in some cases of chronic bronchitis, aspira- 
tion pneumonia, or local abscess, and these foci, from 
which more extensive disease may develop, should, 
when identified, be given prompt treatment. Material 
obtained by bronchoscopy, from draining sinuses, or 
from lung resection is far more satisfactory for 
diagnosis than sputum. ScHarn and co-workers ® 
isolated A. israeli from the bone-marrow and occasion- 
ally from the blood, cerebrospinal fluid, or liver tissue 
of four cases of Hodgkin’s disease and three other 
conditions. None of the seven patients was suffering 
from actinomycosis, nor was A. israeli the cause of 
their clinical condition. In 8500 other specimens 
from various sources, including 1000 blood samples, 
they could not find this organism. It seems that, in 
the seven cases where it was found, A. israeli, probably 
from the mouth, had become a harmless parasite in 
the hyperplastic reticulo-endothelial tissue. 

Aerobic actinomycetes belonging to the genus 
Nocardia are responsible for the remaining 10% of 
cases of actinomycosis, and the most important of 
these are the systemic infections, chiefly pulmonary, 
caused by the partly acid-fast Nocardia asteroides 


7. Lord, F. T. J. Amer. med. Ass. 1910, 55, 1261. 

8. Kay, E. B. Amer. Rev. Tuberc. 1948, 57, 322. 

9. Schain, P., De Stefano, B. A., Kazlowski,“B. S. J. Lab. clin. 
Med, 1949, 34, 677. 
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group. Brensow and colleagues '° referred to 23 
pulmonary and 2 peritoneal infections by this group, 
all of which were fatal, and Krrpy and McNaveut 
mentioned 32 cases, of which 28, all pulmonary infec- 
tions, were fatal. Clinically, the pulmonary disease 
may resemble tuberculosis, but careful bacteriological 
examination, including inoculation. into guineapigs, 
should exclude tuberculous infection. N. asteroides 
is not sufficiently acid-fast to be detected by the 
ordinary Ziehl-Neelsen staining method, but it is 
easily stained by Gram’s method and is not difficult to 
cultivate from morbid material. 

The older forms of treatment of actinomycosis with 
iodides, iodine, or thymol have been superseded by 
the sulphonamides, penicillin, and streptomycin, all 
of which have been effective in particular cases. In 
general, A. israeli infections yield, at least temporarily, 
to treatment with the sulphonamides, of which the 
most useful seem to be sulphadiazine and ‘ Sulpha- 
triad’ ; but sulphonamide treatment must be prolonged, 
in some cases even for two years, to insure against 
recurrence, for the early dramatic improvement is 
often misleading. Penicillin is probably the most 
effective agent in actinomycosis caused by A. israeli,’* 
but the initial dosage must be large enough to prevent 
the development of penicillin-resistance in the parasite. 
Streptomycin was used with apparent success by 
TorRENS and Woop and by PEMBERTON and 
Hunter,!! in four cases of A. israeli infection, three 
of which had previously been treated unsuccessfully 
with sulphonamides and penicillin. There have been 
few published reports on the treatment of NV. asteroides 
infections with antibacterial drugs, but BENBow 
and colleagues, among others, have found the 
sulphonamides effective, and the Mayo Clinic workers ® 
point out that NV. asteroides is sensitive to the sulphon- 
amides but not to penicillin. In Paris, p’EsHouGuEs 
and ZA¥FFRAN !5 report a case of pulmonary actino- 
mycosis (. asteroides) which recovered on streptomy- 
cin after massive doses Of penicillin had failed. Many 
writers emphasise the importance of surgical inter- 
vention, when feasible, especially for the drainage of 
pus, without which chemotherapy may fail. Radio- 
therapy, accessory chemotherapy, and the general 
management of symptoms are important secondary 
measures. 


Does It Work? 


In 1947, at the request of the National Foundation 
for Infantile Paralysis, the therapeutic trials com- 
mittee of the American Medical Association formed 
a special subcommittee to investigate the value of 
moist heat in poliomyelitis. In a preliminary report 1° 
this subcommittee has set out the principles to be 
followed by those who undertake to test any new 
therapeutic agent in poliomyelitis. The report 
illustrates how extraordinarily difficult and expensive 
it may be to assess the value of treatment in any 
10. Benbow, E. P. jun., Smith, D. T., Grimson, K. 8S. Amer. Rev. 


Tuberc. 1944, 49, 395. 
11. Kirby, W. M. M., McNaught, J. B. Arch. intern. Med. 1946, 


78, 578. 

12. Walker; J. M., Hamilton, J. W. Ann. Surg. 1945, 121, 373. 
Hamilton, A. J. C., Kirkpatrick, H. J. R. Brit. med. J. 1945, 
ii, 728. Arden, F. Med. J. Aust. 1945, i, 540. 


_ 


13. Torrens, J. A.. Wood, M. W. W. Lancet, 1949, i, 1091. 

14. Pemberton, H. 8., Hunter, W. R. Ibid, p. 1094. 

15. d’Eshougues, J. R., Zaffran, A. Bull. Soc. Méd. Hép., Paris, 
1949, 65, 935 


I. 
on Pharmacy and Chemistry, American Medical 
Association. J. Amer. med. Ass. 1949, 140, 534. 
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disease which, like poliomyelitis, has a complex 
etiology, a variable course, and an uncertain termi- 
nation. In planning clinical trials of a poliomyelitis 
remedy many variables must be taken into account 
besides the unpredictable course and outcome of the 
disease. These include differences in diagnostic criteria 
and possible differences in the effects of various types 
of the causative virus; the results of climate and 
geographical situation; the age-distribution of the 
patients ; and the techniques used to measure the 
éxtent of paralysis, deformity, and disability caused 
by the disease. To control these variables adequately 
the subcommittee believes that at least 750, and 
preferably 1500, poliomyelitis patients should be 
under observation for at least two years. This means 
that the trial must be conducted on a regional or 
national scale and that a large number of hospitals 
must collaborate in it. A hospital participating 
must agree to accept cases strictly in accordance 
with predetermined diagnostic criteria, to classify 
them carefully according to the stage of the disease 
on admission, to assign them to control and test 
groups in a completely random manner, to give 
identical physical and other treatment—apart from 
the treatment to be studied—to each group, and to 
arrange for the collection by experts of data on the 
progress and outcome of each case in a form which 
can be analysed statistically. 

Three main diagnostic criteria are suggested : 
(1) acute onset of a febrile illness with headache, 
fever, and a recognisable stiff neck, the fever in general 
not to exceed 104°F and not to persist longer than 
six days unless there are obvious complications to 
account for it or bulbar palsy has developed ; (2) if 
paralysis is absent there should be, besides fever, a 
raised protein content and a cell-count of 50-100 
per c.mm. in the spinal fluid; and (3) the paralysis 
present during the febrile period should be localised 
and demonstrable—i.e., not merely a generalised 
muscular weakness. With these criteria, and excluding 
patients seen later than 28 days from onset (the 
beginning of fever), the patients should be classified 
into three categories: (1) preparalytic cases seen 
during the febrile illness; (2) paralytic cases seen 
during the febrile state up to 7 days after onset ; and 
(3) paralytic cases seen 8-28 days from onset. For 
the random assignment of patients to test and control 
groups the subcommittee has adapted a method 
originally used in a British Empire Cancer Campaign 
investigation ; this ensures that in every 20 consecu- 
tive admissions 10 patients will be assigned to the 
test group and 10 to the controls, and that one 
group can never exceed the other by more than 
10 patients. It is neither justifiable nor practicable, 
in the subcommittee’s view, to withold all treatment 
from controls. A basic treatment carefully designed 
to avoid the use of any agent which would confuse 
or augment the action of the treatment under trial 
must therefore be decided on and rigidly applied to 
all test patients as well as controls. For the collection 
of data on progress and outcome which can be 
submitted to statistical analysis, the subcommittee 
recommends that every patient in the trial should 
be examined and assessed by a team of experts who 
are prepared to make frequent visits to each hospital 
taking part in the trial. This team should, they 
consider, include an orthopedic surgeon, a specialist 


ANNOTATIONS 
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in physical medicine, a peediatrician, and a neurologist. 
All its members should be clinically independent of 
the trial and familiar with the results of orthodox 
treatment, without, however, having any fixed ideas 
on or preferences for any particular form of therapy. 
They should not know at the time of examination 
whether a particular patient has been in the test or 
control group. The final interpretation of the data 
should be the joigt work of the hospital clinicians, 
the team of experts, and a statistician. 

Reports, all too frequent in the past, of “ encourag- 
ing’ results with a new treatment were often based 
on the hasty assessment of half a dozen patients 
and sometimes contributed more to “ medical myth 
and mumpsimus”’ than to the science of medicine. 
The way of the assessor in a therapeutic trial is 
indeed hard and in most respects not immediately 
rewarding. Statisticians are never satisfied with small 
numbers and demand from those who undertake to 
collect data for them an impersonal attitude to 
patients and a mechanical kind of work which many 
doctors find insupportable over long periods. Yet 
the carefully controlled large-scale trial of a thera- 
peutic innovation, tedious and expensive though it 
may be, seems the only satisfactory way of answering 
the question “ Does it work ?’”’ In the long run the 
cost of such trials is probably more than offset by 


“the saving they effect by preventing or ending the 


use of expensive treatments when something cheaper 
would be just as good. ‘ 


Annotations 


HOSPITAL FINANCE 

THE drawbacks in the present method of financing 
the hospital service, to which we drew attention last 
summer,! have lately been reviewed, from a regional 
angle, by the North West Metropolitan hospital board ; 
and representations are being made to the Ministry along 
the lines of a report by the regional treasurer. This suggests 
that the existing methods of approving estimates sub- 
mitted by management committees lead to: (1) over- 
statement of requirements, because each committee 
tends to provide for unforeseen contingencies ; and (2) 
guidance or direction from the Ministry on matters of 
detail. Furthermore the time-table*for submission of 
estimates, which is dictated by the Parliamentary time- 
table, gives regional boards insufficient time to examine 
the estimates as closely as they should; and indeed 
** these committees have not sufficient data on the current 
rate of spending to be of use to them in preparing their 
estimates for the board,” and they have to proceed with 
these estimates at the same time as the previous year’s 
accounts are being closed. 

The suggested remedy is that management com.nittees 
should submit forecasts of expenditure to the board, 
which would review these ‘‘ on a broad basis’ and pass 
them to the Ministry of Health in time for the Ministry 
to decide on the sum to be included in its estimate. 
Detailed estimates could then be prepared by manage- 
ment committees for submission to the board by, say, the 
middle of November, and the board would be allowed 
three months for their examiration. This, says the 
report, would give time for any major alteration in 
the total requirements of the Ministry of Health for the 
hospital service to be adjusted in the Civil Estimates. 

** After Parliament has approved the estimates the amount 
allocated for the hospital service could be allocated by the 
Ministry over the regional boards and boards of governors, 
leaving the regional boards freedom in the utilising of their 


1. Leading article, Lancet, July 9, p. 61. 
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allocations in the best interests of their areas. Boards 
should also be allowed to provide in their estimates a 
contingency item to meet supplemental estimates which 
must occur in this service. Balances should be retained 
in the accounts of regional boards and would require review 
at the time of each budget. It may be argued that this is 
contrary to Governmental accountancy practice, but it 
should be remembered that the keeping of accounts by 
hospital authorities on an income and expenditure basis 
is also contrary to the practice in national finance.” 


Financial policy, it is admitted, should undoubtedly 
be a matter for the Ministry, but the need for instructions 
on detail is not apparent. ‘* Regional freedom in finance 
within the limits of a broad Ministerial policy would 
obviate the need for the issue of instructions on 
comparatively minor matters.” 

In the field of capital finance the existing policy of 
allocating to regions an annual sum of which any part 
remaining unexpended at the end of the financial year is 
lost, encotirages spending on works having a comparatively 
low priority ; the boards should be allowed to carry 
forward unexpended capital allocations, and in this way 
essential major work could be undertaken with the 
knowledge that the necessary money will be there. 

At the same meeting the board agreed to an interim 
scale of charges to medical and dental staff for board 
and lodging. This scale has been commended to manage- 
ment committees with a view to securing uniformity 
throughout the region ; .and later all four Metropolitan 
regions will try to agree on a uniform scale. Such a 
course would go far towards meeting the complaints of 
registrars who have found that between neighbouring 
hospitals the charges vary widely.’ 


PROGNOSIS IN CEREBRAL HAMORRHAGE 


WHEN a patient is examined shortly after a stroke it 
is usually difficult to assess either the immediate prognosis 
or the risk of further vascular accidents. Tennant and 
Harman? have tried to analyse factors which may 
influence the prognosis by studying 107 patients with 
cerebral vascular accidents admitted to the Wisconsin 
General Hospital. There were 5 cases of cerebral embo- 
lism, which are not considered further, 27 of cerebral 
thrombosis, and 75 of hemorrhage. In the differential 
diagnosis of thrombosis and hemorrhage the criteria 
suggested by Aring and Merritt * from a study of 245 
fatal cases have been used, and though these are certainly 
not infallible they are a useful guide in differentiating 
the two conditiogs. The proportion of 75 cases of 
hemorrhage to 27 of thrombosis is unusually high, 
probably because only the more serious cases were sent to 
hospital—22 of the 75 patients with hemorrhage died 
but only 2 of the 27 with thrombosis. 

Hzmorrhages from congenital aneurysms were excluded 
from the series, and only 12 of the patients considered 
had a hemorrhage before the age of 40, the greatest 
number occurring during the sixth decade. The chance of 
a hemorrhage proving fatal appeared to be greater if 
it occurred before 40 or after 60. In general, if the systolic 
blood-pressure was above 190 mm. and the diastolic 
above 140 mm. Hg, the risk of death seemed to be 
increased. ‘The depth of coma did not appear to bear 
much relation to the outcome of the attack but the 
duration of coma was of considerable importance ; none 
of the patients who recovered were in coma for longer 
than two hours, while in the 22 fatal cases coma always 
lasted for several hours. Another prognostic sign was 
the occurrence of abnormal respiratory rhythm, par- 
ticularly Cheyne-Stokes respiration. All except 6 of the 
fatal cases had long periods of altered respiration, while 
only transitory abnormalities occurred in the patients 
who recovered. The series was scarcely large enough for 
2. Leading article, Ibid, Nov. 19, p. 949. 


3. Tennant, E. C., Harman, J. W. Amer. J. med. Sci. 1949, 218, 361. 
i. Aring, C. D., Merritt, H. H. Arch. intern. Med. 1935, 56, 435. 





estimation of the eventual outcome in patients who 
survived the initial attack, but 10 had a second cerebral 
hemorrhage, 4 a third, and 1a fourth. The mortality of 
second attacks corresponded to that of the first. 

Rose ® studied the problem from a different angle by 
estimating the time between the onset of an attack and 
death in a series of 205 cases dying of cerebral hemorrhage 
of Leeds General Infirmary. His series included 30 cases 
in hemorrhage from intracranial aneurysms and no less 
than 27 cases of apparent cerebral thrombosis in which a 
secondary hemorrhage occurred about a week after the 
initial attack, probably the result of alteration in the 
nutrition of an arterial wall in relation to the area of 
softening; this group is of particular importance when 
the use of anticoagulants is considered in the presence of 
a cerebral thrombosis. No patient in this series with a 
primary hemorrhage into the cerebral hemispheres 
survived for longer than four days. 


RALLY OF REGISTRARS 


THE inaugural meeting of the registrars’ group of the 
British Medical Association was held in London last 
Saturday, Nov. 26. Some months ago registrars up and 
down the country, persuaded that in their difficulties 
they must help themselves, began to band themselves 
together into regional groups; and from these local 
bodies emerged a national committee which convinced 
the council of the B.M.A. that recognition should not be 
withheld. Hitherto registrars from teaching hospitals 
have tended to hold themselves apart from the move- 
ment; and at last Saturday’s meeting the acrimonious 
debate on constitution, which occupied more than 
half the day, suggested that some now regret having 
allowed their non-teaching colleagues to gain unquestioned 
ascendancy. When the meeting turned to policy, 
dissidence vanished ; and the day ended with handsome 
tributes to the antecedent organisation which, though 
lacking any powerful backing, had already achieved 
notable results. 

The new group is to press for representation on the 
various medical advisory committees ; for the filling of 
hospital establishments with the least possible delay, 
and an assurance that no registrars in established posts 
will be dismissed until these establishments are defined ; 
for an undertaking that fully trained registrars under 
notice of dismissal shall not be lost to the service until 
establishments are known, and that at least two months’ 
notice of dismissal will be given ; and for investigation 
of methods of filtering off surplus registrars. A Man- 
chester delegate believed that only 1 in 5 of senior 
registrars would get a consultant post, and urged that 
the position of registrars should be clarified; for at 
present they had no idea what to do. He was alarmed 
by the paucity of vacancies “‘ with reasonable prospects ”’ 
in general practice, and reasoned that in any event a 
man who had been doing specialist work for three or 
four years would need reablement to fit him for general 
practice. The meeting viewed with alarm the apparently 
uncontrolled growth in the number of registrar posts, and 
agreed that the establishment of consultants must be 
known before the desirable number of registrars could 
be determined. Before the war, it was pointed out, 
registrar appointments were largely confined to teaching 
hospitals. Now, however, such appointments had been 
made to small and ill-equipped hospitals with no facilities 
for training, while in the larger non-teaching hospitals 
a consultant with 200 beds might have as many as nine 
registrars. Should there not, it was asked, be an 
exchange of registrars between the teaching and the 
non-teaching hospitals; for surely, now was the time 
to end the division between the two groups by aiming 
at a uniformly high standard. At present registrars 
were commonly doing the work of consultants; and 





5. Rose, W. McI. Lancet, 1948, ii, 561, 
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furthermore the fitness of some consultants to have 
registrars was open to question. 

The meeting also called for a clear expression of the 
criteria for appointment to the various grades of registrar 
posts. Quite junior posts were now being reserved for 
men with higher qualifications and long experience who 
should really be senior registrars or even consultants ; 
and this made the position of the young man in training 
very difficult. The feeling seemed to be that appoint- 
ments should be made by the regional board; but a 
possible modification suggested was that, while the 
registrar should be in contract with the board, the 
consultant concerned should appoint him. 

The insecurity of the registrar’s tenure also engaged 
the meeting’s attention. Not only were many now 
under the shadow of dismissal at short notice but new 
appointments were being made for short terms ; and an 
instance was cited where a senior registrar’s post with 
an assured tenure of only six months had been advertised. 
One speaker argued that registrars were all civil servants ; 
and he knew no other groups of civil servants approach- 
ing middle life who were equally insecure. 

The discussion of policy was notable for the restraint 
with which registrars explained the grave straits in which 
many of them are placed. Flowing through the dis- 
cussion was the thought embodied in the first of the 
group’s long-term aims—‘‘ that all registrar posts be 
recognised for training purposes for specialisation.” 
If the group can gain this end, it will have benefited not 
only those it represents but the whole service. 


PENICILLIN IN PERITONITIS 


OnE of the remarkable features of penicillin is that 
it has maintained and in many respects even surpassed 
its early promise. This is very different from the usual 
experience with a new drug or treatment which wins a 
high reputation at the outset. Moreover, penicillin’s 
field of application is still widening. The early experi- 
mental work suggested that no benefit could be expected 
from penicillin in peritonitis of intestinal origin or 
infections of the urinary tract because the infecting 
organisms were not susceptible, but later clinical reports ! 
have shown that penicillin may after all play a useful 
part in the control of infection in prostatic surgery, 
and there is experimental evidence that penicillin is 
effective in peritonitis originating in the appendix. 

Rothenberg and his fellow workers? conducted a 
series of controlled experiments on dogs to compare 
the effect of sulphonamides, streptomycin, and penicillin, 
all administered in various ways, on the course and 
outcome of peritonitis produced by dividing the blood- 
vessels of the appendix, ligaturing its base, and then 
erushing it. All the control animals died, the average 
period of survival being 39 hours. The commonest 
infecting organisms were Bact. coli, clostridia, Strep. 
fecalis, and Staph. albus, in that order of frequency. 
The first groups of treated animals were given sulphon- 
amides intravenously, intraperitoneally, or by both 
routes combined. Not one dog’s life was saved by these 
drugs, though the period of survival was doubled when 
the combined route was used. Streptomycin given 
intramuscularly saved the life-of one out of fifteen dogs, 
the survival period of the remainder being about the 
same as in the sulphonamide group. Ten dogs received 
streptomycin intraperitoneally and none of them was 
saved. In six of these dogs as much as 4 g. of strepto- 
mycin was instilled at a time and they all died within 
30 minutes of the first or second instillation, from res- 
piratory failure due to the toxic effect of the drug, the 
blood-level of which rose to 160 units per ml. Penicillin 
alone was effective. Given intramuscularly in large doses 
{half a million units daily for 6 days) it saved four out 
1. Yates Bell, J.G. Lancet, 1947, ii, 347. 


2. Rothenberg, S., Silvani, H., Chester, S., Warmer, H.; McCorkle, 
H Ann, Surg. 1948, 128, 1148. 
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of five dogs, and the fifth survived for a week before 
dying of fulminating peritonitis reactivated by explora- 
tory laparotomy. Smaller doses of ordinary commercial 
penicillin were a good deal less effective, but 100,000 units 
daily of penicillin containing 15-25% of penicillin X 
saved nine out of ten dogs. Given intraperitoneally 
even penicillin X was of little use. 

These encouraging experimental results support a 
current clinical impression that penicillin is improving 
the outlook in peritenitis of appendiceal origin, but they 
are not easy to explain on the basis of bacteriology. 
In vitro penicillin is not usually potent against Bact. 
coli and Strep. faecalis, for instance, two of the principal 
agents in enterogenic peritonitis, whereas Bact. coli is 
susceptible to streptomycin. Yet in these experiments 
penicillin succeeded and streptomycin failed. On the 
other hand, lately Yeager and his fellow workers * have 
reported that streptomycin increases the survival-rate 
in experimental appendiceal peritonitis in dogs from 
20 to 60%, though they gave a smaller dose and started 
it later than Rothenberg et al. They also tried ‘ Aureo- 
mycin’ and found it still more effective. 


THE SCHOOL HEALTH SERVICE 


ScHoor medical inspection began with the Education 
Act of 1907, since when the scope of the school medical 
service has steadily expanded. The nurse joined the 
doctor in 1908; power to pay for certain forms of 
treatment_(eyes, teeth, minor ailments, and tonsils and 


_ adenoids) was given to education authorities in 1918 ; 
* and in recent years specialist clinics have been developed. 


In 1944 education authorities were made responsible for 
arranging the provision of comprehensive.free treatment 
for all school-children and for the aftercare of children 
leaving hospital. , 

Sir Wilson Jameson’s latest report on the Health of 
the School Child * testifies to the success of the work of 
the past forty years. Those who read Charles Booth ® 
may recall his description of the children just before the 
school medical service began: ‘‘ Puny, pale-faced, 
scantily clad, and badly shod, these small and feeble 
folk may be found sitting limp and still on the school 
benches in all the poor parts of London.” Happily, times 
have changed; and it is a remarkable testimony to 
progress that Sir Wilson Jameson’s report deals mainly 
‘** with provisions for raising the general level of child 
health rather than the detection and treatment of actual 
defects or disabilities of body or mind.’ The problems 
facing the school service are gradually changing. For 
example, now that nutritional disease detectable by 
clinical examination is disappearing how are we to assess 
nutritional state without using the costly procedures of 
the laboratory ? No doubt wisely, the doctor is now 
asked to comment under the heading of ‘‘ general condi- 
tion” rather than ‘‘ nutrition.”” In 1947 the number of 
categories was reduced from four to three (A=good, 
B=fair, and C=poor), and ‘‘ what is wanted is the 
examining medical officer’s general impression of the 
child’s physical fitness.” Secondly, how can the school 
service be brought into closer touch with the pediatric 
world ? Mention is made of the arrangements in the 
West Riding of Yorkshire whereby in 1947 and 1948 
two whole-time pediatricians were appointed to the 
school service with the title of child health officer, 
working both on the curative and preventive sides. This 
scheme, according to the county school medical officer, 
Dr. Fraser Brockington, “‘ ensures that all the medical 
staff engaged on preventive children’s work have a 
specialist as their professional head, to whom they can 
look for advice and guidance and who sustains their 





3. Yeager, G. H., Ingram, C. H., Holbrook, W. A. jun. Ibid, 
1949, 129, 797. 

4. Report of the Chief Medical Officer of the Ministry of Education 
for the years 1946 and 1947. H.M. Stationery Office. 1949. 
Pp. 151. 3e. ; 

5. Life and Labour of the People of London. London, 1891-1903. 
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interest and knowledge at a high level.’” Thirdly, there 
is the continuing problem of handicapped children. The 
report makes it clear that the accommodation for 
epileptics, which has altered little for fifty years, needs 
to be extended; likewise the spastic child and the 
partially sighted receive close attention. Besides much 
else that is of interest and importance, the report dis- 
cusses physical education, the school dental service, 
and hospital schools. It emphasises the value of good 
records of the child’s health at school. 


LAMBL’S EXCRESCENCES ON THE MITRAL VALVE 

ABNORMAL projections from the smooth surface of the 
cardiac valves are amongst the commonest manifesta- 
tions of rheumatic or bacterial endocarditis. Attention 
was first drawn to similar lesions of less serious significance 
by Lambl,! who described small filiform processes on 
the ventricular surface of the aortic cusps. For many 
years these curious fibrous tags were thought to occur 
almost exclusively on the aortic valve, but in 1928 
Grant, Wood, and Jones ? reported their presence on the 
mitral valve in 70% of 40 normal hearts. 

Magarey,® who has lately published a detailed study 
of the so-called Lambl’s excrescences of the mitral valve, 
finds them remarkably common—they were present in 
85% of 250 valves examined. The incidence rose from 
0% in 22 cases under one year of age, to 100% in 75 
cases over the age of 60. They may be single but usually 
are multiple, often exceeding twenty per valve. They 
vary in length up to 5-10 mm., and are filiform in shape 
but sometimes have a bulbous free extremity. Histo- 
logically they consist of a core of moderately cellular 
connective tissue covered by a single layer of endo- 
thelium. They are non-vascular but often contain 
deeply staining elastic fibres, which may be coiled in 
bizarre fashion. The pathogenesis of these processes, 
according to Magarey, is by organisation of fibrin deposits. 
Such deposits were observed by him in 7% of the valves 
studied, and in several cases partial organisation had 
already taken place. Since the fibrin is usually deposited 
in plaque-like fashion, the formation of a filiform process 
would result from its partial detachment before organisa- 
tion. Giinzel* offers an alternative explanation. He 
suggests that the constant flexing and extending of the 
valve cusps lead to a surface-fraying of the subendo- 
thelial connective tissue. Three observations by Magarey 
tend to support Ginzel’s view. Firstly, the absence of 
blood-vessels from the excrescences does not support 
an origin from organised fibrin. Secondly, elastic 
fibres are usually absent from organised fibrin—as for 
example, in the fibrous adhesions resulting from fibrinous 
pericarditis. On the other hand, a well-defined zone of 
elastic tissue is present in the subendothelium on the 
auricular surface of the mitral valve and would readily 
account for the presence of. elastic fibres in tags arising 
by fraying. Thirdly, the only easy explanation of the 
bizarre coiled shapes assumed by the elastic fibres in the 
excrescences is that they result from sudden rupture of 
these fibres, such as would be expected through fraying 
from the surface. Whilst some filiform excrescences 
may arise by organisation of fibrin deposits, in most 
cases mechanical disruption would appear to be respon- 
sible ; and their more frequent presence on thickened, and 
presumably less flexible, cusps supports this view. 
Moreover, the quite common association of these bodies 
with fibrin deposits upon the affected valve-cusps may 
well be a result, rather than a cause, of their presence, 
since any unevenness of the endothelial lining of the 
vessels is known to predispose to fibrin and platelet 
deposition. The organisation of such deposits will lead 
to thickening of the valve with gradual submersion 
of the filiform processes, as was observed by Magarey 
j. Lambl, D. F._ Wien. med. Wschr. 1856, 6, 244. ae 
. Grant, R. T., Wood, J. E. jun., Jones, T. D. Heart, 1928, 14, 247. 


. Magarey, F. R. J. Path. Bact. 1949, 61, 203. 
. Giinzel, W. Beitr. path. Anat. 1933, 91, 305. 
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in several of his cases. The gradual thickening of the 
valves commonly associated with increasing age may 
therefore be due to a combination of wear-and-tear 
fraying with the organisation of fibrin, whose deposition 
is thus favoured. Changes of the same order take place 
in the arterial system, if, as Professor Duguid ® has 
suggested, the intimal thickening of atherosclerosis 
is traceable to thrombosis. 


IMPOTENCE 

PROBABLY less than 10% of cases of impotence are due 
to organic causes; but these causes are nevertheless 
very numerous, as Dr. $8. Leonard Simpson was able to 
show in opening a discussion by the Medical Society of 
London last Monday. One of the causes that is apt to 
be forgotten is diabetes, possibly because—as Dr. Simpson 
observed—diabetics seldom volunteer this symptom. In 
these patients, said Dr. W. G. Oakley, impotence may 
arise in two ways : first, when they come under treatment, 
and as soon as the diabetic state is stabilised the impotence 
disappears ; and secondly during the course of the disease 


even when stabilisation is complete. In the latter group 


libido*is not lost, testicular biopsies are normal, and the 
sperms also are normal though the count may be slightly 
reduced ; yet the symptom proves intractable to treat- 
ment. The cause, Dr. Oakley thinks, may possibly be 
a neurovascular defect, or else endarteritis in the vessels 
concerned in erection (and Mr. 8. M. Cohen later showed 
that peripheral vascular disease is an important cause 
of impotence) ; but Dr. Simpson believes that sometimes 
the origin may be functional. 

As to the undoubtedly functional cases, Dr. E. B. 
Strauss claimed that the commonest cause is anxiety, 
conscious or unconscious, primary or secondary. Dr. 
Strauss emphasised that sexual vigour is largely geneti- 
cally determined; and a “virile” physique is not 
necessarily accompanied by great sexual vigour. What 
he terms ‘ psychosexual impotence’? may arise in a 
number of different ways: (1) as ‘‘ honeymoon ”’ impo- 
tence, which derives from ignorance, nervousness, and 
weariness, and may persist through memory of initial 
ineptitude ; (2) from masturbation anxiety, where the 
man is the subject of symbolic castration; (3) from 
perverse components such as a sadomasochistic impulse 
or homosexuality; (4) from unresolved incestuous 
attachments (“not a Freudian whimsy’); (5) from 
unconscious fear of aggression ; (6) through psychosexual 
immaturity (where the wife is commonly a “‘ nice woman ”’ 
who is loved and respected, and only a “ fast ’? woman is 
thought to have any interest in sexuality) ; (7) as relative 
impotence, where the man is unable to achieve coitus 
with one particular woman, usually his wife; (8) as 
*“‘soldier’s impotence,” where a brief courtship and 
honeymoon are followed by protracted separation in 
which the man may build up a fantasy picture of his wife, 
or come to prefer sociality to sexuality, or become 
sexually promiscuous and then prove impotent when 
tenderness is demanded ; (9) in association with a depres- 
sive syndrome ; (10) as an inability to ejaculate (usually 
associated with a narcissistic temperament ; (11) owing to 
fatigue ; and (12) owing to boredom, through rigid regard 
for convention. This list was supplemented by Dr. 
Henry Wilson, who suggested that sexual impotence is 
commonly one manifestation of a sense of general 
impotence in every field. 

The meeting touched little on the question of treatment. 
This, according to Dr. Strauss, may be very easy or very 
difficult ; and he conceded that there is substance to 
the argument of Dr. A. P. Cawadias that a holistic and 
humanistic approach may prove as profitable as the 
analytical. Mr. Kenneth Walker urged that before 
treatment is started the wife should be seen. Often she 
can throw light on the cause; and sometimes she is 
the cause. 


5. Duguid, J.B. Lancet, Nov. 19, p. 925. 
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Special Articles 
THE AGED SICK 
REVIEW OF 399 PATIENTS IN CHRONIC WARDS 


J. M. GREENWOOD 
M.D. Manc., D.P.H. 
MEDICAL SUPERINTENDENT, WITHINGTON HOSPITAL, 
MANCHESTER 


Not long ago Prof. A. P. Thomson?! published a 
valuable survey of the type of patient treated in a large 
Birmingham hospital for the chronic sick. The survey 
we have made at the Withington Hospital, Manchester, 
is not strictly comparable, because this is a general 
hospital and most of the patients were admitted to the 
chronic wards from the adjacent acute wards. The few 
patients who were admitted directly to the chronic 
wards were transferred to the acute wards if their 
condition required it, and in any case had access to full 
X-ray, pathology, and physiotherapy services. 

In this survey the patient’s chance of rehabilitation 
has been considered more particularly than in the 
Birmingham survey. Generally speaking, the longer the 
patient has been bedfast the less are his chances of 
recovery ; and the best hope of recovery lies with those 
admitted direct to a geriatric unit. But in practice 
many patients who have long been bedfast can be 
benefited in health, and some can even recover the use 
of their legs. It is thus important that we should con- 
sider the treatment of the many thousands now in 
hospital who were admitted before this new concept of 
the care of the aged was developed. 

The 399 patients reviewed here were housed in what 
was formerly an annexe (belonging to the local authority) 
of the general hospital; they are now the responsibility 
of the hospital authorities. They had all been investigated, 
and relegated to the chronic wards as incurable and 
needing nursing care only. When an active treatment 
unit was established in the hospital, it soon became 
evident that the bedfast hemiplegic patient could be 
made to walk out of hospital, that the bedfast doubly 
incontinent patient could be made continent and able 
to leave his bed, that parkinsonism could be improved, 
that the patient with contracted legs could have his 
knees straightened and learn to walk again, and that 
the bedfast patient with nothing wrong except his age 
could be restored to a different type of life. With this 
knowledge and new outlook the rest of the patients in 








TABLE I 
Patients Manchester Birmingham 
Sex 135 men |/Men and women about 
| 264 women equal in number 
| 
Over sixty .. ne 85% of men 92% of men 
87% of women | 95% of women 
Resident more than | 90% of men | 62% of men 
a@ year | 89% of women 71% of women 
Resident more than 51% of men | 26% of men 
three years 50% of women } 28% of women 
Resident more than 26% of men 
five years 34% of women | 
| 








the chronic wards were examined with a view to finding 
which of them could be treated. 

The summary of cases (table 1) shows the difference 
between the type of patient in the Manchester hospital 
and those in the Birmingham survey. 

It should be borne in mind that most of the patients 
in Birmingham were acutely ill on admission, while the 
Manchester patients had been screened by admission to 





1, Brit. med. J. July 30, p. 243; Aug. 6, p. 300. 
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the acute wards before they were sent to the long-stay 
annexe. 
NURSING NEEDS 

On reviewing the 399 patients it was found that 25% 
of men and 31% of women were incontinent (compared 
with 25% of men and 44% of women in Birmingham). 
Though the proportion of incontinent patients was reason- 
ably similar in the two sexes, as was also the proportion 
of those able to sit up, the proportions needing bed 
attention differed gonsiderably, being 38% of men and 
51% of women. In the same way, 24% of the men were 
able to get to the water-closet but only 9% of the women. 
It seems that men make their way to the toilet, without 
troubling the nurses, for as long as they can, whereas 
women are treated as bed cases because it is easier for - 
the nurse to bring a bedpan than to help the patient 
to the toilet. 

PHYSICAL STATE 

The patients had all been investigated before, and 
their record-sheets showed a diagnosis; but sometimes 
the original disease had been overlaid by another condi- 
tion: thus rheumatoid arthritis might have ceased to 








TABLE II 
“4 | Suitable for 
Number | treatment 
Diagnosis hata a HOP Ree 
| | 
M | F |Total| M F | Total 
Senility “6 on a Se oe | 751113] 6 14 20 
, Cerebral thrombosis . . Se. ey 356 | 83] 4 24] 28 
Cerebral arteriosclerosis 2} 0 | he, 0 0 
Myocarditis .. on ee hi 20 | 27 4 9 13 
Hypertension. . Ry. oe 16:1 12-1 ..293 2 6 8 
Chronic bronchitis .. Pe, ee 11 | 27%°4 10 17 
Arthritis es a eee Wh 33 | 38 5 26 31 
Disseminated sclerosis Posh 87'S has 2 3 
C.N.S. lesions (mixed) ae 5 4 | 9 3 » 3 5 
Post encephalitis lethargica. . 8 14 22 8 14 22 
Parkinsonism. . ay ‘ 2 ot a oy 9} ll 
Accidents (after-effects) 2 $i 184-3 4 6 8 
Operations (after-effects) | 5 | 0 5 3 0 3 
Carcinoma. . ee hee 13 15; 0 5| 5 
Pernicious anzemia 2 | 3 “5 Se i 3 | 5 
Tuberculosis .. 3:1 1 4 3 1. s 
Skin conditions 4 | 7 11 3 7/ 10 
Others ie 3] 15] 18] 2 | 10} 12 
Totals .. 135 | 264 | 399 | 57 | 148 205 
M = males. F = females. 


be active, and the patient might now be suffering from 
the disability of contracted knees. The diagnosis of 
senility was made as a rule when the patient showed 
general deterioration, not when there was deterioration 
of one system. 

In judging the suitability of patients for treatment 
(table 11) the criterion was of course the likelihood of 
benefit. The amount of benefit to be expected varied ; 
some who were bedfast could probably be improved 
enough to walk out; others who were bedfast and had 
to be fed by the nurses might improve enough to feed 
themselves. Incontinent patients were not included in 
the group regarded as suitable for treatment, although 
many such patients can, in fact, be made continent. 
Assessment must always depend on a personal factor ; 
and probably those admitted to the treatment group 
who would not improve are balanced by those who might 
have benefited but were rejected. If the survey had 
been made before the acute geriatric unit was established 
the proportion capable of recovery would have been put 
much lower; but once the possibilities had been recog- 
nised it was evident that some 42% of the men and 56% 
of the women could be improved by active treatment. 
A few recent cases illustrate how much recovery can be 
achieved in even the most unlikely subjects. 

Mrs. A., aged 64, suffering from a hemiplegia with aphasia, 
was admitted to the geriatric unit 9 months after the stroke, 
having received attention in a general hospital. She was 
bedfast and incontinent, with a contracted right arm but 
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with movement in her right mg After vehiehititenien, this 
lady walked out of the hospital unaided, perfectly able to 
control her bladder and starting to talk again. Although her 
social circumstances had been investigated fully, she relapsed 
after returning to her daughter’s home, and was readmitted 
with incontinence. A few days after her readmission to the 
geriatric unit she made a complete recovery again. She is 
now talking much more, having continued with speech- 
training. She is suitable for a long-stay annexe. 

Mrs. B., aged 72, admitted to the geriatric unit as a bed 
patient, having been confined to bed for almost 3 years 
after a fracture of a right femur. She was also suffering 
from myxcedema, which had not been noticed. This lady 
is now walking in the grounds unaided and is awaiting 
admission to a hostel. 

Mrs. C., aged 79, admitted for treatment, having been in 
bed for 2 years with contracted knees and rheumatoid 
arthritis of other joints. She is now being re-educated in 
walking and can, in fact, walk a little. It is hoped to discharge 
her to her home. 

Mrs. D., aged 75, has been in bed for many years, com- 
plaining chiefly of pain in her back. Nothing abnormal 
was found aad she was got out of bed. She is now fully 
dressed and up all day, and awaiting transfer to a long-stay 
annexe, since her home circumstances are not good. 

Mrs. E., aged 73, was taken over from a chronic department, 
having been in bed for at least 18 months. She was doubly 
incontinent and mentally confused; the nursing staff 
thought there was nothing to be done. Within a period of 
5 weeks this patient was up and dressed, able to walk short 
distances, had not soiled her bed for some time, and was 
mentally improved. 

Mrs. F., aged 71, suffering from parkinsonism, had been 
bedfast and unable to turn over in bed or feed herself for many 
years. She is now able to turn over in bed and feed herself, 
and her tremor is much reduced. 


CONCLUSION 

The aged sick are only too often described as living 
a vegetable life in institutions. By adequate medical 
care we can hope to restore them to activity ; moreover 
we can save hospital beds and nurses for those whose 
need is greater. One great difficulty in treating these 
patients is to find suitable quarters for them when they 
no longer need continuous medical and nursing care. 
This factor alone keeps many long-stay beds blocked. 
Since prevention is better than cure, I suggest that for 
proper medical care of the aged we need : 
1. Active geriatric units attached to general hospitals, 

with additional accommodation for long-stay patients. 


2. Outpatient units, providing treatment for the patient 
before he needs admission to hospital and able to 
follow him up after discharge from hospital and 
supervise his treatment. 


3. Domiciliary teams, able to see the patient in his home 
and bring hospital services to him there. In some 
cases this care would make admission to hospital 
unnecessary. 


GENERAL MEDICAL COUNCIL 
SESSION NOV. 22-24 


As recorded last week, Prof. David Campbell took 
the chair on his election as president in succession to 
the late Sir Herbert Eason. 


Disciplinary Cases 


Robert Hope Robertson, registered as of South View, Eldwick, 
Bingley, Yorks, m.B. Edin. (1927), appeared on a charge of 
having enabled Jules Samuels, of Weteringschans 73, Amster- 
dam, an unregistered person, to give advice and treat Miss 
Clara Louise Bruce, and of having allowed Francis Percival 
de Caux, an unregistered and unqualified person, to attend 
and treat Miss Bruce, without having made proper inquiries 
in either case. The complainant was Miss Bruce. 

Mr. Gerald Howard, counsel, explained that Dr. Samuels 
practised medicine in the Netherlands; he had a medical 
degree in Holland and a degree which enabled him to practise 
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in ieseeeaty, but ae was an sineithinnonh practitioner so far 
as this country was concerned. In the second paragraph of 
section 2 of the warning notice relating to unqualified assistants 
and covering, the words “ giving of advice ’’ did not appear, 
but the preamble made clear that the instances given in the 
notice ‘“‘ do not constitute, and are not intended to constitute, 
a complete list of the offences which may be punishable by 
erasure.” The charge was worded to enable the council, if it 
found the facts proved, to decide whether a practitioner who 
enabled an unregistered person to give advice rendered 
himself liable to have his name erased from the Register. 


de Caux had been a registered practitioner but had had his 
name erased from the Register following a conviction for 
abortion and had had his qualifications removed by the 
appropriate bodies. Mr. Howard said he could not recollect 
another case where the unregistered person had in one instance 
been a foreign qualified person and in the other had been 
previously a registered person. 

Miss Bruce, in evidence, said she had developed a swelling in 
the breast. On the advice of her doctor, she went to the Elizabeth 
Garrett Anderson Hospital, where she was advised to have an 
operation. She did not have the operation. Her brother thought it 
would ‘be a good thing for her to see a Dr. Parsons, but they found 
he had gone away, so she saw Dr. Robertson, who examined her 
and showed her a book with pictures of a woman who had cancer, 
showing her condition before and after treatment. She asked 
Dr. Robertson if this could happen to her, and he said: “ If it was 
a sister of mine, this is the treatment she should have.’”’ She had 
electrical and sunlight treatment three times a week, and later 
Dr. Robertson asked her if she would go to Amsterdam to see 
Dr. Samuels. 

Miss Bruce said she was examined in Dr. Robertson’s presence 
by de Caux, who said he had studied under Dr. Samuels. Later 
when Dr. Robertson was ill she was treated by de Caux. While he 
was treating her, she went with him to Amsterdam, where she 
was examined by Dr. Samuels. In answer to Sir Sydney Smith, 
witness said Dr. Robertson had nothing to do with her visit to 
Amsterdam. 


Mrs. Maud Davis said that when Dr. Robertson came to see her 
sister (Miss Bruce) he told witness: ‘“* Before I can treat your 
sister I must be paid 50 guineas.’’ Mrs. Davies said they would pay 
the money, but when he added that the treatments would cost a 
guinea a time she knew they could not pay that. Dr. Robertson 
said that as they were paying 50 guineas he would treat Miss Bruce 
for half the fee. He had said Dr. Samuels was a clever man and his 
(Robertson’s) treatment was the same. He showed a letter from 
Dr. Samuels saying how many treatments a week to give her sister. 

Mr. Howard read a letter from Dr. Robertson saying he 
did not know de Caux had been struck off the Register. He 
had made arrangements for de Caux to continue the treatment 
while he was ill, in good faith. Dr. Robertson, who was not 
represented, told the council that de Caux came to see his 
diagnostic apparatus. He had been mentioned by Dr. Samuels 
and he had a “ Harley Street’ address. Dr. Robertson 
declared that he had never said Dr. Samuels could cure cancer. 
Dr. Robertson added that he had been associated with 
unregistered men ever since he took a degree in osteopathy. 
He had resigned from the British Osteopathic Association, of 
which he had been vice-president, because he had had a 
serious disagreement with them about policy. He considered 
that medicine would absorb osteppathy. The council found 
the facts alleged against Dr. Robertson not proved to their 
satisfaction. 


Geoffrey Roderick Richards, registered as of 26, Connaught 
Street, Port Talbot, Glamorgan, M.R.c.s. (1937), appeared on a 
charge of having been convicted at Northampton on June 28, 
1946, on eight charges of failing to keep, in accordance with 
the provisions of Regulation 11 of the Dangerous Drugs 
Regulations, 1937, a register in the form set out in the 
second schedule to the Regulations, and of having been con- 
victed on July 6, 1949, on five charges of unlawfully procuring 
drugs. The council found the convictions proved, but 
postponed judgment for two years. 


James Thomas Wybourn, registered as of 67, Biddulph 
Mansions, Elgin Avenue, London, W.9. M.R.c.s. (1923), 
was charged with having been convicted on May 31, 1949, 
at London quarter sessions. The case was heard in camera. 
The council found the conviction proved, but did not erase 
Dr. Wybourn’s name from the Register. 


ALLEGED ADVERTISING 


Eric Frederick St. John Lyburn, registered as of Spa Clinic 
(Tunbridge Wells) Ltd., Tunbridge Wells, m.B. Dubl. (1930), 
was charged with infamous conduct in a professional respect. 
The charge concerned alleged advertising to procure patients 
and/or promote his own professional advantage. The com- 
plainants were the Medical Defence Union, who were repre- 
sented by Mr. N. Leigh Taylor, of Messrs. Hempsons, solicitors, 
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Mr. Elliot Gorst, x.c., instructed by Sir Robert Gower, 
solicitor, appeared for the practitioner. 


Opening the case, Mr. Taylor explained that the majority 
of the complaints arose from the association of Dr. Lyburn 
with the Lyburn Clinic. 

Mr. J. C. Hall gave evidence of replying to the following 
advertisement in the Daily Telegraph : 

THE LYBURN CLINIC Tunbridge Wells. Tel. 1706. Fully 

equipped with X rays, laboratory, physiotherapy, &c., for the 
overhaul and treatment of chronic cases. 
In reply he received a letter from Dr. Lyburn enclosing 
what was described as a case-book, on the cover of which were 
printed the title, address, and telephone number of the 
clinic and Di. Lyburn’s name and professional qualifications. 
The reply stated that an inclusive charge of 16 gns. for a 
week was made, and for an overhaul which only took 
8 hours a charge of 10 gns. 


Mr. H. E. J. Martin, advertising clerk, Kent and Sussex 
Courier, told of the handing in by another person of an 
advertisement headed: ‘‘ Here it is! Dr. E. F. St. John 
Lyburn presents his Fancy Dress Dance and Carnival. . . .” ; 
and of another saying: ‘‘ Dr. 2108 will speak on the National 
Health Act.” The accounts were sent to Dr. Lyburn and 
paid ; he believed the cheque was signed “‘ Sands.” 


Mr. N. H. Deag, deputy manager, Tunbridge Wells publicity 
department, gave evidence on the notices about ‘‘ Dr. Lyburni’s 
Remedial Medical Gymnasium” in What's On in Royal 
Tunbridge Wells. On the first two occasions on which the 
alleged announcements appeared, Mr. Deag_ recollected 
Dr. Lyburn giving verbal instructions for them to be inserted ; 
he did not remember who came on the third occasion. He 
agreed that for many years Dr. Lyburn had been carrying on 
an active political campaign in the division. Since the 
proceedings had been taken the institution had been called 
in the announcement ‘The Tunbridge Wells Remedial 
Gymnasium,” not ‘ Dr. Lyburn’s.” 


Mr. F. Moon, in evidence, said that on the gate of what 
he understood was Dr. Lyburn’s house appeared the number 
‘* 2108,” painted on in the same manner as a street number. 
Cross-examined, he said he was not sure whether the number 
2108 was preceded by the word ‘ Ex.” 


Dr. Lyburn told the council from the witness-box how he 
had campaigned for diagnostic clinics. During a serious 
illness he had made a solemn vow that if he recovered he would 
devote his life and all he had to getting diagnostic clinics 
for the people of this country and America. When he got 
well he organised a clinic at Hastings similar to the one at 
Tunbridge Wells, except that it was bigger. “‘I paid for 
everything myself,’”’ he said. 

By 1939 he had joined the Labour Party. Before he went 
on a tour in Wales he consulted the Registrar as to what 
he could say ; he was told that it would be necessary for a 
statutory complainant to bring an action against him for 
advertising. Dr. Lyburn also stated that he had written a 
book, The Fighting Irish Doctor, and articles in newspapers. 
He had fought elections in the Tunbridge Wells district and 
in 1945 stood there as the only independent medical candidate 
in this country, demanding diagnostic clinics. 


The clinic at Tunbridge Wells was equipped at his own 
expense—there was about £10,000 worth of equipment in it. 
About 1200 complete overhauls a year were done. Expenses 
were about £4000 a year, and so far it had never made a profit. 
He thought it his duty to go into the National Health 
Service and see if it would work, so he enrolled as a general 
practitioner. He limited his patients to 500. If he had 
wished, he could have had many more. He had put his 
National Health Service number on his gate for political 
purposes—‘‘ a number I was, not a person.” He had now 
resigned, “‘ because my case-records, and the story I may 
have to tell will indeed shake many human beings because 
of the overloading of our hospitals, which are doing wonderful 
work, and the strangling of the general practitioner without 
his X ray.” 

He advertised in the Daily Telegraph because he felt that 
only an open advertisement in a national paper would give a 
chance of getting diagnostic clinics. The paper cut out the 
words: ‘‘ Bevan ought to provide them,” which he included. 
He also submitted a similar advertisement to the British 
Medical Journal. The accounts for the advertisements in 
the Kent and Sussex Courier might have been sent to him. 


He referred them to the appropriate authorities, and they were 
paid for by the treasurer of the clinic. In cross-examination, 
Dr. Lyburn said the club accounts were separate from his 
own. His own name had been used in the title of the club 


inadvertently. Directly he got the letter from the council 
the title was changed. 


Miss Lilian Sylvia Edwards gave evidence that she was 
treasurer of the Tunbridge Wells Physical Training Club. 
This had been called the Lyburn Physical Training Club 
originally at her suggestion. She said the account stood 
at £3 credit. Dr. Lyburn had never received any of the 
proceeds. 


Mr. Gorst, in his closing speech, submitted that what 
Dr. Lyburn had done was not infamous conduct. What 
he did, and what he always had in mind to do, was to foster 
and illustrate the idea that diagnostic clinics were a necessitv. 
‘* He has not sought in any way to act detrimentally to other 
practitioners.” Dr. Lyburn had not sought patients. 


Mr. Taylor submitted that Dr. Lyburn was not entitled 
to do what he had done because he was activated by political 
motives, and asked whether it was conceivable that the 
advertisement in the Daily Telegraph, if it were an attempt 
at political propaganda, would have been inserted in that 
form ? 

At the conclusion of these speeches, the Legal Assessor 
said it was manifest that Dr. Lyburn had been advertised. 
According to the letter of the charge, he was charged with 
advertising for the purpose of procuring patients and/or 
promoting his own professional advantage. ‘I think the 
council understand that you, Mr. Gorst, say that although 
he has been advertising, he has not been advertising for that 
ee Mr. Taylor invites the council to conclude that he 

as been advertising for that purpose, among other purposes.” 
Supposing the council formed the view that the main purpose 
of the advertisement Was to assist Dr. Lyburn, to.win a seat 
in Parliament at the next election, did Mr. Taylor say it was 
an‘offence against the Warning Notice, and did Mr. Gorst 
say- that it was something which it was legitimate for a 
doctor to do?” 


Mr. Gorst : * Ido. Isay that the mind which goes behind 
the act is the dominating consideration.” 


Mr. Taylor thought it could not possibly be conceived as 
furthering Dr. Lyburn’s candidature ;_ but if so it was still 
improper and within the confines of the Warning Notice to 
advertise in this particular form, which, in his submission, 
inevitably meant the promotion of Dr. Lyburn’s 


t own 
professional advantage. 


The Legal Assessor: In other words, whatever his motives 
he must be deemed to foresee the natural consequences of 
his act ?—Mr. Taylor: Yes. 


After a long retirement, the President announced that 
the council had found the facts alleged against Dr. Lyburn 
proved to their satisfaction in five of the charges. - 


Addressing Dr. Lyburn the President continued: ‘‘ These 
facts bring you within the terms of that part of the Warning 
Notice which expressly states that advertising by a prac- 
titioner is, in the opinion of the council, contrary to the 
public interest and discreditable to the profession of medicine, 
and that any practitioner who resorts to any such practice 
renders himself liable on proof ot the facts to have his name 
erased from the Register. Even if your attention has 
not been particularly drawn to the council’s advice already, 
it should have been obvious to you that the kind 
of advertisement to which you have lent yourself cuts at the. 
root of decent relationships between professional colleagues. 
You have told the council about your motives in committing 
your indiscretions and you have sought to argue that you 
may do with impunity as a politician that which you are 
forbidden to do as a medical practitioner. The council 
holds any such distinction to be logically and practically 
untenable. The council, however, feels itself justified in 
postponing judgment with the object of allowing you an 
opportunity to consider in the light of these proceedings 
and in terms of this decision what course you will take in 
the future. The council thinks that a period of six months~* 
will give you ample time to make up your mind on this 
point. You will therefore be summoned to appear before 
the council at the next session in May, 1950, and before that 
session you will be expected to furnish names of your pro- 
fessional colleagues and other persons who may feel satisfied 
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that you have relinquished the procedure set out in the parts 
of the charge which have been found proved.” 

Dr. Lyburn asked whether, if he spoke as a politician 
during the coming election, he would be breaking the rules 
of the council, which he was loth to do? The President : 
You will have to decide that for yourself. 


ADJOURNED JUDGMENTS 


The council did not direct the registrar to erase from the 
Register the names of the following practitioners who appeared 
for postponed judgment: William Melrose, registered as of 
15, St. Paul’s Square, Liverpool, L.R.c.p.E. (1924); Reuben 
Denny, registered as of 64, Twyford Avenue, Acton, L.R.C.P.E. 
(1929) ; and Archibald Thomas Macmaster Glen, registered as 
of 16, Telford Avenue, London, 8.W.2, L.R.c.P.£. (1935). 


NAME REMOVED 


Arthur Mervyn Rhydderch, registered as of Coppelia, 
Clements Road, Chorley Wood, Herts, m.s. Camb. (1937), 
M.R.C.S. (1926), had had judgment postponed in November, 
1948, for two years, following convictions for driving and being 
in charge of a motor vehicle whilst under the influence of 
drink ; he was directed to appear at the council's session in 
November, 1949. He had since been convicted for a 
different offence. After taking evidence in camera, the 
council directed the registrar to erase his name from the 
Register. 

RESTORATIONS 


The President announced the restoration to the Register 
of the names of David William Jones and Duncan Metcalfe 
Morison. : 

Council Affairs 


Prof. R. J. Brocklehurst presented a report from the 
education and examination committees acting jointly. 
On the assumption that legislation might be introduced 
at an early date to give effect to the recommendation ! 
of the Interdepartmental Committee on Medical Schools 
regarding compulsory house-appointments as a pre- 
registration requirement, the committees have held a 
preliminary discussion of the conditions to be attached 
to such appointments. 

The committees recommended that the council should 
request the licensing bodies, as soon as they are in a 
position to do so, to furnish information as to changes 
made by them since the publication in April, 1947, of 
the recommendations of the council as to the medical 
curriculum, in the courses of study and examinations 
for qualifications conferring the right of registration 
under the Medical Acts. The committees also recom- 
mended that the council should resume the visitation of 
examinations for qualifications conferring the right of 
registration under the Medical Acts, and that the first 
should be on examinations in social medicine and public 
health, pharmacology and therapeutics, and forensic 
medicine. , 

The President presented the report of the Pharma- 
copeia committee, of which he is chairman. Sales of 
the new British Pharmacopeia from May to November, 
1949, were 2739 copies, bringing the total sales to 38,182. 

The British Pharmacopceia Commission has selected 
material to include in an Addendum to the British 
Pharmacopeia to be published towards the end of 1950. 
The commission has also reviewed the comments, criti- 
cism, and suggestions for the British Pharmacopeia, 
1953, and drawn up a tentative scheme of contents. 
The commission has accepted an invitation from the 
Scandinavian commission to codperate in the selection 
of names for new drugs. The commission has discussed 
with the Home Office the question of excess volume in 
ampoules. It regards this as an advisable and legitimate 
pharmaceutical practice, and it is hoped to overcome 
difficulties which have arisen in the administration of the 
Dangerous Drugs Acts. 


STAFF APPOINTMENTS 


At the end of the session it was announced that 
Mr. Walter Kinnear Pyke-Lees, assistant secretary of 
the council, bas been appointed registrar in succession 
to Mr. Michael Heseltine, c.B., who is retiring not later 
than September, 195]. Mr. Martin Robert Draper has 
been appointed assistant registrar. 





1. Goodenough Report, p. 196. 


GENERAL MEDICAL COUNCIL—HAMOPHILIA 





{[pEc. 3, .1949 


Disabilities 





43. HAXMOPHILIA 


WHEN I am asked ‘‘ What is hemophilia and how does 
it affect you?” I can reply, quite literally, that it is an 
everlasting bloody nuisance. I cannot emphasise too 
strongly its everlasting nature, for my friends and rela- 
tions, and even some doctors who have attended me, 
think that I am not ill at all except when I am actually 
bleeding. But in fact the hemorrhages are the final and 
most dramatic manifestations of a disease whose 
constant but less striking physical and mental effects harass 
the unfortunate sufferer all the days of his life. I refer 
specifically to the ankyloses, contractures, adhesions, 
fibroses, peripheral anesthesias, and areas of impaired 
circulation resulting from successive hematomas and 
hemarthroses, coupled with the debilitation resulting 
from prolonged anemia and almost constant pain. 

My hemophilia was first diagnosed at the age of 
5 months when a cranial hematoma followed a fall. 
From then until the age of 19, when I was first given 
effective treatment, I was never free from hzemophilic 
hemorrhages for more than six weeks at a time. It 
was rare for one lot of effusions to have cleared entirely 
before another bout of bleeding (usually internal) started. 

There was always a traumatic cause for every hemor- 
rhage—a strain, a blow, or a cut—but sometimes this 
was so trivial as to seem almost fanciful. It doesn’t 
take much to bruise an over-ripe tomato, and that is 
what a hemophilic is like. (Incidentally, I wish that 
doctors and students, before they handle hzmophilics, 
would practise juggling with over-ripe tomatoes until 
they have developed enough delicacy of touch to avoid 
damaging the squashy fruit.) 

Very early in life I became puzzled about why I was 
treated differently from other children in general and 
from my brother in particular, he being a little older 
than me and not a hemophilic. My life was a constant 
“Don’t do that! Don’t go there!” and if I did, what 
a row there was. But such restrictions did not apply 
to my brother or other children, and I got more and more 
worried over this unfair discrimination that seemed to be 
directed solely against me. Then, one day, in a friendly 
tussle with some children, I lammed out and unfor- 
tunately caught a little girl a fourpenny one, when 
she bawled the place down, with the result that I was 
reprimanded and told that “little girls must be treated 
more gently than little boys because they are different.” 
What a relief this remark was to me, for I immediately. 
thought that must be the answer to my problem—I 
must be more careful than other children because I 
was a little girl, and girls were more delicate than boys. 
But this pleasant theory was soon exploded. My short 
hair, my clothes, and the fact that I started going to a 
boys’ school made it plain that I was on the wrong track 
and back came the misery and worry. 

My life was a constant oscillation between attempted 
normal activity and being bedridden after a tumble 
while a mysterious lump came up, usually in a joint, 
got “red hot” and excruciatingly painful, and then 
slowly dispersed, at which stage I began to hobble about 
again. Then after a few days of progressive activity 
the cycle started all over again, and again, and 
again. 

When I was six I was called to the headmistress’s 
study to be shown to the school inspector, to whom she 
described me as ‘‘a bleeder.” I had just become 
acquainted with the expression “a bleeding nuisance,” 
so I naturally associated the word bleeder with this 
and became even more miserable; for of course every 
time a hemorrhage started I was thoroughly nagged, 
albeit well-meaningly, for falling over, bumping into 
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something, or being bumped by somebody. It was not 
deemed worthy of consideration that these trifling 
collisions mean nothing to non-hemophilic people and 
that it is impossible, in normal surroundings, completely 
to avoid them. Nor was I ever praised for avoiding 
major catastrophes by prodigious efforts and continual 
watchfulness. All blame and no praise produces appalling 
unhappiness, whether in a child or an adult, and makes 
him feel that he is indeed a “ bleeding nuisance”’ to 
himself and everyone else. 

By the time I was seven I was able to report to the 
doctors that my bleeding bouts came in fortnightly 
phases. In one fortnight I bled seriously from even 
the most trivial causes, whereas in the next fortnight 
I bled seriously only if the injury was severe enough to 
cause bruising in normal people. But my perspicacity 
was unrewarded and nobody took any scientific interest 
in this observation. It was not until many years later 
that I worked out the precise periodicity ofthis monthly 
eycle, so that now I know that there are twelve fort- 
nights in the year when I must be extra specially careful 
and twelve fortnights when I can relax my vigilance a 
little, with progression and regression from one to the 
other; and I try to adjust my life accordingly. This 
monthly phase is complicated by a seven-year and other 
less easily recognisable phases. From my birth to the age 
of 7 was a bad time, from 7 to 14 was less severe, and 
from 14 to 19 was very bad. Since then treatment has 
made it difficult to detect the seven-year phases. 

I missed something like a third of my schooling through 
the recurrent hemorrhages, and even when I could 
attend school the pain and discomfort, coupled with the 
characteristic lethargy of the malady, made me often 
inattentive, for which the thoughtless and unimaginative 
master was apt to punish me. In spite of these handi- 
caps I always went to the top of the class in most 
subjects on the rare occasions when I had a fortnight 
or more at school without interruption. It seemed a 
harsh and unjust reward for my efforts that my end-of- 
term reports invariably included the phrase, “ This 
boy has brains but is too lazy to use them.” So nowa- 
days I find that my education is like a book with a page or 
two missing from every chapter. It is embarrassing 
when I am faced with some elementary mental exercise, 
like 7 times so and so, and find that the 7-times table 
is a missing page in my knowledge, because I was away 
with a hemorrhage when my class did that one. 

The feeling that I was unpleasantly different from my 
fellows persisted and was aggravated by day-to-day 
occurrences. It was humiliating having to take a 
letter to school asking to be excused all sports, after 
I had been desperately ill several times following trifling 
accidents on the field. As the headmaster was the 
cricket-and-soccah type I became in his eyes something 
lower than the lowest form of animal life to the end of 
my school days. 

In 1933, when I was in. my early ’teens, I was put in 
a hospital ward with two other hemophilics, and after 
a few chats we realised with a wonderful sense of relief 
that we were not each a unique monstrosity, but that 
there were others who led our sort of life and who had to 
face our sort of problems. I then and there resolved to 
form a club or society of hemophilies in which each could 
help the other over their stiles. But alas for the resolves 
of a hemophilic! The exacerbations put paid to any 
major project of this kind, and it was not until 1942 
that the International Hemophilia Society was formed. 
Nobody but other hemophilics seems willing to help us 
with our difficulties. Help may be forthcoming once, 
twice, or even thrice, but the hemophilic’s condition 
is everlasting, yet so erratic that he can be completely 
independent in the morning and bedridden and hope- 
lessly dependent on others by the evening, often without 
warning, so that no provision can be made. 
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The worry and strain of this continuous Sword of 
Damocles hanging over the heads of hemophilic families 
impairs any chance of social and domestic well-being. 
Then in adult life the inability of the hamophilic to be 
a breadwinner all the time, though it is not his fault, 
often produces that sordid bickering state well known 
to social workers. Inevitably therefore the hxemophilic 
leads a lonely life, for his physical condition is too 
uncertain to enable him to go out or clear out, and 
poverty, which is ineitably the lot of most hemophilics, 
makes it impossible for him to play host to anyone he feels 
an affinity for. 

I am amazed how seldom the healthy and fortunate 
will help the disabled in the many ways open to them. 
For example, many people with cars know that I am 
often stuck in the house for days or even months on end 
while recovering from one of my heavier losses of blood, 
but they never offer to take me out for a change of 
scenery once in a while. Is it surprising therefore that 
the disabled hemophilic becomes morbid when he sees 
cars floating by with bags of room for a disabled 
passenger ? 

It is only when the hemophilic can afford to hire or 
own a car that pleasure and regular work are possible 
in his life. With a car to take him about the hemophilic 
can hold down a full-time job for years, with little more. 
than average sickness ,absenteeism, whereas the hwmo- 
philic who has to rely on the vicissitudes of public trans- 
port cracks up in no time. A car is a desirable amenity 
to most disabled people; but to the hemophilic it is 
& vital necessity. 

Apart from the periodic lethargy that foreshadows a 
“had” phase, hemophilia does not impair qne’s physical 
or mental health unless some bleeding has taken place ; 
and since bleeding occurs only as a result of ‘trattma one 
has merely to avoid all trauma and one will prevent 
the consequent crippling and paralysis. Q.E.D. In 
practice, of course, it is impossible to avoid all trauma, 
but that should be the main aim of the hzemophilic’s 
daily routine. Just as the diabetic has to adhere to a 
strict diet, so the hemophilic must follow an equally 
strict anti-traumatic regimen. And just as the diabetic’s 
blood-sugar level may go up unpredictably, so does the 
hemophilic’s blood-clotting function vary, often unpre- 
dictably (in my case, as I have said, there is a definite 
monthly phase). We hemophilics have as yet no simple 
urinalysis to tell us when special care is necessary and 
there is a limit to the number of blood tests that can 
be taken day by day. So our life-long motto must be 
* eternal vigilance.” 

Of the 30-odd treatments tried on me, only one— 
an antihemophilia egg-white derivative '—has stopped 
or prevented the bleeding as and when required. 
Of the remainder, sunlight, diathermy, physiotherapy, 
and vitamin concentrates have improved my general 
health, particularly during post-hemorrhagic con- 
valescence. Local styptics I have found useless and 
sometimes harmful. Blood-transfusion has a secondary 
anticoagulant effect in me and I have to refuse it. The 
benefits of manipulation can be more effectively obtained 
by safer means. Analgesics, though sometimes necessary, 
must be taken with caution; aspirin, for instance, is 
an anticoagulant and risky for the hemophilic. 

I am sure that clinical trials of hzemophilic remedies 
often fail because the natural variations in the 
disease are not taken into account. The hemophilic 
usually reaches hospital in a “bad” phase, because 
that is when emergency hemorrhages occur, and the 
improvement in blood-clotting which can spontaneously 
follow this phase may well be credited to the 
treatment applied. Conversely, if a treatment is tried 
when a “bad” phase is due it may be unfairly 
condemned. 
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A Running Commentary by Peripatetic Correspondents 


‘* It takes a fortnight to cure a cold; if you leave it 
alone it gets better in two weeks.’”’ I have just learnt 
the sad truth of this cynical statement. As I woke up 
this morning with a streaming cold I recalled a recent 
article saying something like: ‘‘ The initial stage of a 
cold is an allergic reaction which in nearly 98% of cases 
can be instantaneously cured with antihistaminics.”’ I 
had only to reach out for the latest sample, and down 
went an enormous dose. It put me to sleep for several 
hours but left my cold wide awake. The local chemist 
tried to be helpful: ‘‘ A thousand milligrammes of 
ascorbic acid will soon get rid of your cold,” he advised, 
and made me swallow twenty tablets of vitamin C every 
few hours. My friend, the physiotherapist, was very sorry 
to hear that I had a cold. ‘* Some v.v.L. and local short- 
wave will soon fix it,’ he pronounced cheerfully and 
proceeded to treat me with childlike faith and conviction. 
Home at last, after a busy surgery where the treatment 
of colds was the main item on the agenda, I placed myself 
again in the soporific arms of antihistaminics, endured 
the astringent taste of ascorbic acid, and was just about 
to try a new vasoconstrictor on my nasal mucosa when 
my wife said: ‘‘ Take two aspirins and a hot drink 
and you'll be cured tomorrow.’’ Tomorrow? From 
tomorrow it will be only thirteen more days to go.... 

* * * 


The method of writing to the family doctor on the 
discharge of his patient from hospital is changing. 
Instead of the informal chatty letter, the modern habit 
is to despatch a scientific summary, resplendent with 
biochemistry but stripped of humour and intimate 
clinical details—a dull document. Fortunately, in acting 
as scribe (or registrar) to the firm, I have been set a high 
standard of the older school of writing by my chief. 
May I give you an example? The professorial hand 
wrote as follows : 

Dear Dr. X, 

Thank you for referring Mr. Jones to me; a dear old man, 
who told me, and I have no reason to doubt it, that he is 86. 
He opened his story with an account of how, in the earlier 
part of the eighteenth century, there was a medium who, 
under suitable condition of trance, would float out of the 
window feet foremost! Mr. Jones claims kinship with this 
gentleman, because at certain periods of his life he too has 
had the sensation in dreams that he was, in fact, floating 
feet foremost out of the window. The connexion between 
this and his supposed tapeworms was a little obscure, and 
though he said the story was of the first importance I would 
not quite see it. The evidence that he has any tapeworms 
is meagre in the extreme ; they have never been seen, but he 
has apparently a voracious appetite, he picks his nose, and 
he passes his motions fairly frequently ! 

This man, my dear X, is as mad as a hatter. He is suffer- 
ing, as you say, from senile dementia, and his tapeworms 
and his floatings out of the window are alike evidence of the 
state of his mind. Actually, when not obsessed by these 
episodes he is a very pleasant man, with a good sense of 
humour, and physically extraordinarily fit. He has, of course, 
a good deal of atheroma, a large heart, and a blood-pressure 
of 200/90. Nothing was to be felt in the abdomen or in the 
rectum, and the prostate is small and firm. He has some 
infection of his water, which was turbid, but generally speaking 
he is very well. 

I told him that there was no evidence that he had a tape- 
worm, that I was well aware that people could be obsessed 
with the idea when they had not, but that when I came back 
from my holiday, if he was still of the same mind, I would take 
him into hospital and do such tests as might impress him that 
there was no need of a vermifuge. I did, however, emphasise 
that the treatment for worms was somewhat exacting, and 
that I felt very strongly that in a man of his age nothing 
ought to be undertaken without the very clearest evidence. 
We parted on admirable terms and I enjoyed the interview. 

With kind regards, &c., &c. 

Then, when Mr. Jones had been duly investigated : 

Dear Dr. X, 

Mr. Jones is leaving hospital tomorrow, and will ultimately 
find his way no doubt to Sidmouth, there to spend the winter. 


I am glad to report that we have found no evidences whatever 
of a tapeworm or the ravages thereof. The only thing we 
found was some infection of his urine, which we thought 
on the whole better to ignore at his age, as it is symptomless 
and would almost certainly recur if treated. 

He is in good shape and seemed relieved at our findings. 
There have been no junketings, the windows of the hospital 
have been strictly watched at night, and I can report with 
complete veracity that he has not appeared in any shape or 
form proceeding feet foremost into the night air. Indeed, 
we have every reason to believe that he has slept snugly 
in his bed. This statement you will, I am sure, find 
reassuring. 

Yours very sincerely, &c. 


No doubt in the future, when we have been submerged 
by bureaucracy, we shall fill a discharge form instead 
of writing either a letter or a summary, and this case will 
appear as follows : 

Diagnosis ; Neurosis (obsessional). 

Investigations : 


K.75a. 
!xamination of feces. T.381. 
No ova of Tenia solium detected. 


Treatment : Reassurance. Q.298. 
_Psychiatrist if necessary. X.502. 


* * * 


I watched my colleagye nonchalantly absorbing his 
third cocktail and was reminded of the occasion some six 
years back when I had to decide whether or not the 
exsanguination resulting from his last hamatemesis 
called for immediate transfusion with the possibility of 
a gastrectomy later. ‘‘ Your husband seems very well,” 
I remarked to his wife. ‘‘ Did he ever have that opera- 
tion?’’ ‘* Oh, no,” she replied, ‘‘ he never had any 
operation and he’s been fine for years now. We found 
he couldn’t live on exactly the same diet as the rest 
of the family and we didn’t fancy living all the time on 
the diet that suited him. So whenever we were having 
roast duck or pork and stuffing or something like that 
I always arranged for him to have a suitable meal 
elsewhere, and before he came back I used to open the 
windows and give the place a good airing. On his diet 
the smell was really too much ; my husband is a man of 
iron will but it isn’t in human nature to hold off a nice 
meal once you’ve had the smell of it. And I love cooking.”’ 
Elementary, my dear Pavlov. But how comes it that 
nobody has enunciated this essential principle in the 
treatment of duodenal ulcer? It ought to be in all the 
textbooks. 


* * * 


Conditioned reflexes can sometimes be a nuisance, as 
our family has recently learnt. We've just had new 
lighting installed, including a pull-switch in the lavatory, 
put in to prevent one getting a shock by touching the 
ordinary sort of switch while making contact with water 
—surely rather a difficult thing to do, anyway. We 
also have the old-fashioned pull-chain to the flushing 
tank, and the snag comes when we are in a hurry, it is 
dark, and we are ready to leave. Sometimes I’ve put the 
light off hurriedly, realised I did not mean that, pulled 
the light on again in mistake, flushed the tank, pulled 
the light again, turned to the tank because it hasn’t 
worked, and by then been in such a frenzy that I’ve 
tugged at both, rapidly and indiscriminately. Once in 
disgust my wife rushed out, leaving the light on and 
waving the chain like a flail (she had pulled it off in her 
zeal), swearing she would brain the electrician. The 
electrical companies really need a consultant physiologist 
to show them how to avoid these irritations. 


* * * 


LOGIC 
My better "/, 
Keeps 2 cows and a calf, 
Ducks, poultry, a pig and six sheep, 
2 ponies, 3 goats, 
Has a field down to oats, 
And another in grass for keep. 
Since filling up forms can’t alarm her, 
And since she grows spuds by the ton, 
Since my better */,’s '/, a farmer, 
I suppose I’m a 3/,* of one. 


* or nearly. 
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LETTERS TO 





Letters to the Editor 


ROYAL MEDICAL BENEVOLENT FUND 


Str,—I beg to remind your readers of the President’s 
Christmas appeal (Lancet, Oct. 29, p. 814) as the gifis 
are distributed before Christmas day. 

All will acknowledge that the winter months are 
especially difficult and hard for old people living on small 
incomes. I therefore ask those who are willing to help 
the. fund in ensuring extra comforts and cheer to its 
elderly beneficiaries to forward their contributions as 
soon as possible, marked ‘“ Christmas Gifts,” to the 
Royal Medical Benevolent Fund, 1, Balliol House, 
Manor Fields, Putney, London, 8.W.15. 

C. LUTHER BATTESON 
Hon. Treasurer. 


HOSPITAL ADMINISTRATORS 


Str,—Mr. Hackwood’s letter of Nov. 19 demonstrates 
a not uncommon confusion between administrative and 
clerical staff. Staff engaged on purely clerical duties 
should be regarded as technicians in their particular 
subjects. They bear the same relationship to their 
administrative heads as, for example, laboratory tech- 
nicians bear to directors of pathology. The Bromley 
figures apparently classify under the administrative 
heading those jobs which have an administrative content 
in the clerical field, whether central or local, and are thus 
correctly expressed. 

On the general subject at the heart of Mr. Hackwood’s 
letter, one has always looked to the voluntary teaching 
hospital for medical freedom. Such freedom was not 
entirely lacking in the municipal hospitals, and clearly 
grew as these hospitals turned towards clinical division. 
Medical freedom (consistent with service good) is still 
much more important than administrative fancy, but 
we must know clearly what is necessary to ensure this 
freedom. The medical advisory committee mechanism, 
running parallel with the system of medical firms—the 
basic pattern of the ‘‘ voluntaries’””—should at the 
moment be adequate safeguard; and it is, despite 
suspicion to the contrary, completely proof against “ lay 
domination,” especially with medical representation on 
hospital management committees. 

The question should now be asked : is the coexistence 
of (1) clinical division, (2) the medical advisory com- 
mittee, (3) the medical superintendent, and (4) medical 
representation at management-committee level likely to 
serve clinical freedom ? One among these is obviously 
out of pattern, and it must be for the profession carefully 
to consider which shall go. 


If the final decision is that doctors shall administer, 
then, logically, they should completely administer— 
in hospital and at management-committee level. No 
secretary can demur if this is, after full consideration, 
seen to be for the good of the service. But the question 
comes again—would this spell medical freedom ? What 
do the clinicians think ? 

W. J. CRABB. 


Secretary, Fulham and Kensington 
Hospital Management Committee. 


‘* TEETHING POWDERS” 

Smr,—It has been suggested that mercury poisoning 
may be the cause of infantile acrodynia, and that 
‘‘teething powders”? are the source of the mercury.! 

It is difficult to reconcile the history of many cases of 
acrodynia with mercury poisoning, and the proof has so 
far rested upon the microanalysis of urine. The interest 
roused by this work, however, made us aware that 
teething powders are very commonly used. 





1. Warkany, J., Hubbard, D. M. Lancet, 1948, i, 829. 
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With the help of members of the Kent child-health 
service an inquiry was made of 100 mothers of children 
aged 12-24 months attending five different clinies. 
Mothers of children of this age were chosen because the 
peak age-incidence of acrodynia is about 10 months, 
and it was hoped that memories would be long enough 
to cover the second half of the first year. 


The results have been interesting. More than half 
the infants (53) were given such powders. The most 
popular powder in. uW¥e is one containing calomel (48 
cases); grey powder was used for 4 infants. Powders 
were frequently given in the first few weeks of life and 
continued for months as a weekly dose. The reasons 
for using powders varied from ‘‘ the mother has great 
faith in them ” to more specific reasons such as “‘ fretful 
with teething,” irritability, restlessness at night, sore 
gums, constipation, or digestive upset. The advice to 
use the powders was offered 18 times by a grandmother, 
18 times by a neighbour or friend, 4 times by a doctor, 
3 times by a chemist, and once by a midwife. The 
families were evenly divided between town and country, 
and the proportion of powder-users in the two groups 
was the same. None of the children developed symptoms 
of acrodynia; as might be expected, the few children 
reported to be victims of infections and who failed to 
gain weight regularly, were mostly powder-takers. 


Children’s Department, 


Farnborough Hospital, Kent. Duncan Leys, 


ETIOLOGY OF PEPTIC ULCER 


Srr,—One can readily agree with the comment in 
your leading article last week that the evidence brought 
forward in the same issue by Dr. Doll and his colleagues 
need not be interpreted as supporting the™hypothesis 
that hypersecretion is the cause of chronic peptic ulcer ; 
but this does not mean that either the opposite view or 
the suggestion which you have advanced are satisfactory 
alternatives. It will be generally agreed that the answer 
to a medical problem should, whenever possible, offer 
a physicochemical explanation, and one may therefore 
leave ‘‘ autodigestion”’ and the “inborn diathesis’ 
out of discussion because biologically they are unsound 
arguments and in any case they only remove one difficulty 
to replace it by another one. 

The fact that chronic ulcer is invariably associated 
with high acid values has led to the unwarranted 
generalisation that excess of hydrochloric acid is the 
only factor in the causation of all types of chronic ulcer. 
There is no difficulty in accepting the acid factor as the 
cause of the csophageal, jejunal, and Meckel’s diverti- 
culum ulcers, which belong etiologically to one category 
of lesion ; but, a priori, hydrochloric acid cannot by itself 
produce the ulcers situated in the stomach and first 
part of the duodenum, which belong etiologically to 
a different category of lesion. There is experimental 
evidence to support these theoretical considerations. 
This distinction in the classification of ulcers is of funda- 
mental importance, for it leads to the inescapable 
deduction that there must be a second factor in the 
production of the latter type. 

Since hypersecretion always accompanies the active 
ulcer, it is necessary to define in what relationship they 
stand to each other. Hypersecretion forms a constituent 
part of the ‘‘ syndrome of hyperfunction ’’ which embodies 
the normal reaction of the stomach in response to a 
stimulus ; the persistence of an unusual stimulus pro- 
duces the exaggerated physiological response which 
becomes a pathological entity. The syndrome of hyper- 
function—which is pathognomonic of the disease—is 
an expression of a state of irritation which appears as 
a functional disorder in the period of transition before 
the establishment of the organic lesion—i.e., it represents 
the pre-ulcerative stage. 
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It has been shown experimentally that a physical 
agent is not involved in the production of the initial 
injury, but evidence is now accumulating that a chemical 
factor other than hydrochloric acid may be responsible for 
the primary trauma. But whatever this may be, there 
can be little doubt that hypersecretion precedes the 
lesion, and that they are both produced by the same 
morbid process and one is not responsible for the causation 
of the other. 


London, W.1. J.-JACQUES SPIRA. 


PATHOGENESIS OF ATHEROSCLEROSIS 


Smr,—In an investigation, during the last two years, of 
the problem of aortic atheroma I have had many oppor- 
tunities of verifying the correctness of the views expressed 
by Professor Duguid in his article of Nov. 19. It would 
be a pity, however, if, in recognising the thrombotic 
nature of most atherosclerotic plaques, we were induced 
to abandon completely the facts accumulated by the 
** degeneration ’’ and ‘‘ overgrowth ” schools of thought. 
The antithetic tendency in the development of medical 
science is almost irresistible, but true progress is only 
achieved by attempting synthesis. 

The incompleteness of Professor Duguid’s explanation, 
to which he himself draws attention, is best shown 
by reference to the peculiar distribution of athero- 
sclerotic lesions, which are found in arteries rather 
than in veins, in certain arteries rather than in others, 
and in characteristic positions within these arteries rather 
than diffusely. If thrombosis accounts for the formation 
of these plaques, clearly there must be factors which 
predispose to thrombosis in these selected places. The 
almost invariable reason for the formation of a circum- 
scribed mural thrombus is disease of the underlying 
arterial wall—disease which usually first manifests 
itself to the naked eye as a spot or streak of 
* lipoidosis.”” This lesion, as Professor Duguid points 
out, cannot satisfactorily be explained by the thrombotic 
theory. 

The results of my own investigation may not be 
published in extenso for some time to come, and I would 
therefore be glad of an opportunity of briefly stating 
my main conclusions : 


It appears that the human arterial tree is not perfectly 
adapted to the normal mechanical demands made upon it. 
This maladaptation is especially pronounced at the sites 
of maximum mechanical stress. In these places, from a very 
early age, foci of lipoid degeneration appear, as the result of 
an absolute or relative excess of plasma constituents. Resorp- 
tion of these lesions ceases after the age of 25, and thereafter 
the foci increase in size and pass successively through the 
stages of fibrosis, vascularisation, and ischemic necrosis. 
It is over these lesions—more especially in their necrotic 
end-stage (when they release thromboplastic substances)— 
that mural thrombi tend to form, which either in them- 
selves or by their organisation are responsible for most of the 
clinical effects of atherosclerosis. 


These conclusions, based on analysis of 300 cases, com- 
bine the views of Rokitansky, Virchow, Anitschkow, 
Moschcowitz, Winternitz, and Duguid into an integrated 
picture of this disease-entity. 

Professor Duguid’s hemodynamic argument against 
the possibility of intimal overgrowth is not acceptable. 
He has succumbed to the myth of the pulse-beat. 
The pulse as felt in healthy people is an artefact produced 
by digital compression of the artery. Except the aorta, 
normal arteries do not contract and expand rhythmically, 
being kept at a constant calibre by the contraction of the 
medial muscle. In emphasising the elasticity of arteries, 
Professor Duguid tends to overlook their muscularity. 
Intimal overgrowth can and does occur. That the 
basis of such growth may be an accretion of fibrin with 
subsequent organisation is interesting and important 
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but does not present a striking departure from the normal 
mode of fibrous-tissue formation. 

These critical remarks are not intended to detract 
from my opinion that, in demonstrating the thrombotic 
nature of the clinically significant atherosclerotic plaques, 
Professor Duguid has made a contribution of the first 
importance and one whieh in its therapeutic application 
may become the source of the greatest benefit. 


Gerontological Research Unit, ERICH GEIRINGER. 


Edinburgh University. 


Sir,—Professor Duguid quotes as his example illus- 
trating the thrombosis hypothesis a thrombosis in a 
coronary artery. If this were true, surely one would 
expect evidence of myocardial infarction—namely, 
fibrosis—in association with the atherosclerosis. White 
states that ‘coronary occlusion may occur without 
myocardial infarction if the process is slow in develop- 
ment or (and) the collateral circulation is adequate.” 
This statement would support the production of coronary 
occlusion by atheroma which progresses slowly rather 
than by a process of thrombosis. Thus it is difficult to 
believe that if a mural thrombus were formed in an artery 
as small as & coronary it would not rapidly increase in 
size and occlude the lumen, producing infarction. 
Undoubtedly in cases of adequate collateral circulation 
infarction would not occur, but to prove the hypothesis 
one would have to find some correlation between athero- 
sclerosis and myocardial infarction—that is, an incom- 
pletely occluded coronary artery with appropriate 
changes in the myocardium indicating previous complete 
occlusion which became recanalised. However, so often 
atherosclerosis alone is found. 

The work of Professor Duguid indicates that the 
formation of atherosclerosis from a mural thrombus is 
the method by which a thrombus in the intima is 
organised. May not this phenomenon still be regarded 
as a process which increases the degree of atherosclerosis 
previously present rather than acting as a primary 
cause. It may be possible to correlate these ‘‘ patho- 
logical conditions in which the tendency to thrombosis is 
unduly increased’ with the severer states of athero- 
sclerosis. 

Wembley. D. Cecit RABBIN. 


GRAPHITE PNEUMOCONIOSIS 


Sir,—In his letter of Nov. 19 Dr. Heppleston discusses 
the pathology and pathogenesis of graphite pneumo- 
coniosis, which was the subject of a leading article in 
your issue of Sept. 17. I should like to make the 
following comments. 


1. Dr. Heppleston distinguishes two types of lesions in 
graphite pneumoconiosis: (a) small lesions consisting of a 
small focal collection of black pigment with little fibrosis and 
a distinct focal emphysema; and (b) a pigmented mass of 
dense fibrous tissue sometimes showing colliquative necrosis. 
He regards the massive lesions as infective in nature and, 
as far as I understand, basically tuberculous. He feels 
justified in applying his findings on coal-workers to graphite 
workers. 

In the graphite problem not only the pathological and 
histological findings are important, but also, in my opinion, 
the clinical findings and still more the radiological findings by 
serial X-ray films. Your leading article mentions the articles 
by Gloyne and his co-workers ! and Harding and Oliver.2. The 
article mentions only the first of my own papers,? 4 5 ® saying 
that I was the first to publish a report on graphite pneumo- 
coniosis. As to the purity of graphite, I was under a mis- 
apprehension at that time, but not, as you state, because I 
was misinformed by the workers (whose unconfirmed opinion 
I would not have relied on). My information in fact came from 


. Gloyne, 8S. R., Marshall, G., Hoyle, C. Thorax, 1949, 4, 31. 


1 

2. Harding, H. E., Oliver, G. B. Brit. J. industr. Med. 1949, 6, 91. 
3. Dunner, L. Brit. J. Radiol. 1945, 18, 33 
4 
5 


> Dunner, L., Bagnall, D. J. T. Ibid, 1946, 19, {65. 
” 
Ibid, 1949, 22, 573. 


5. Dunner, L. Jodid, 1948, 21, 18 
6. Dunner, L., Bagnall, D. J. T. 
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an executive in the factory whom I considered to be in a 
position to know the true facts; these were stated in my 
second paper.‘ 

The findings in my last paper * enable me to refute Dr. 
Heppleston’s suggestion that the massive lesions are originally 
tuberculous. Serial films on several cases published in my 
papers show unequivocally the development of massive 
lesions subsequent to those of a miliary snow-storm type. 
I am sure Dr. Heppleston will agree that this miliary form, 
well known in other types of pneumoconiosis, had nothing 
whatsoever to do with tuberculosis. There is no evidence 
up to néw that this miliary appearance may not be due to the 
inhalation of silica. Thus, the massive lesions, being a later 
stage of the miliary, are also not tuberculous ; and in keeping 
with this are my clinical and pathological observations. 
In the case reported ® the patient for some years before his 
death brought up large amounts of black graphite sputum ; 
and at one time his films showed a rather large cavity within 
the massive shadow.* No tubercle bacilli were found in the 
sputum which came from this massive lesion, regarded by 
Dr. Heppleston as originally tuberculous; and this lesion 
was found at necropsy to be a cyst filled with black fluid. 
Furthermore, no evidence of tuberculosis was detected in the 
lungs of this man either macroscopically or microscopically. 
Dr. Heppleston may contend, as he did in his letter, that 
whorling of fibrous tissue is not necessarily indicative of the 
action of free silica, since exactly similar effects may be 
produced by healed tuberculous foci. Being a physician I 
have to leave the controversy in such matters to the patho- 
logists, but I am doubtful whether many experts in the 
pathology of occupational lung diseases would agree with 
him. 

2. The second question raised by Dr. Heppleston is whether 
pure graphite can produce pneumoconiotic lesions. In my 
case there are manifestations of fibrosis which I am inclined 
to attribute to silica, and others which are mere deposits of 
graphite. These observations are by no means sufficient 
to decide the réle of pure graphite. This can only be proved 
by thorough animal experiments conducted for long periods. 
In this way it might also be shown whether or not tuberculous 
lesions are indispensable for the development of pneumo- 
coniosis due to graphite with and without silica. But such 
experiments can provide proof only if the animals have inhaled 
graphite dust. Graphite suspended in oil injected into the 
lung via the trachea gives, in my opinion, no conclusive 
evidence. 

Tuberculosis Dispensary, Hull. LASAR DUNNER. 


ANONYMITY IN BROADCASTING 
Sir,—The report in your last issue that a well-known 
physician had been televised delivering a talk on his 
special subject prompts me to draw attention to the 
chaotic state of practice with regard to the publication 
of the names of medical broadcasters. I was recently 
asked to broadcast on a subject only partly connected 
with medicine and I was urged by the B.B.C. to allow 
my name to be published. Before answering I sought 
advice. The General Medical Council refuse to advise 
on specific questions and merely draw the attention of 
the inquirer to their warning against advertising. An 
authority on professional ethics strongly advised 
against publicity. ‘‘ The present embargo,” he said, 
‘is ridiculous and will not be lifted until sufficient 
doctors have defied it ; but don’t take the risk yourself ! ”’ 
In the series of broadeasts in which I took part some 
doctors remained anonymous and some did not. 

But will not the G.M.C. at least tell us what they 
understand by advertising? The public today seeks 
education on medical and allied questions. The B.B.C. 
is making a serious attempt to supply the need. It is 
human nature to wish to know who is the authority to 
whom one is listening. Is it advertising if a doctor, 
without recommending himself in any way, allows 
his name to be published in these circumstances ? And is 
it fair that he should not know the answer until someone 
complains about him to the G.M.C., ? 

May I, Sir, preserve my anonymity and remain 
IGNOTUM PRO MAGNIFICO ? 
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B.C.G. VACCINATION 

Srr,—I cannot lay claim to much personal experience 
of B.c.G. but I have had a considerable experience of 
vaccination with the vole acid-fast bacillus, and it is 
reasonable to assume that these two avirulent strains 
act in very similar manner. From what I have seen in 
a few animals vaccinated with B.c.a. and in many 
animals vaccinated with the vole bacillus, I believe that 
B.C.G. vaccination can in fact reduce the morbidity and 
mortality rates for »rimary tuberculosis, but what I 
have seen also makes me firmly convinced that there 
should be no yielding to any clamour for the general 
release of the vaccine in this country. 

Without entering into the controversy that has arisen 
over the statistics which have been cited in favour of 
B.C.G. vaccination, I should like to draw attention to the 
fact that even if these statistics were generally acceptable 
as adequately controlled, all they could serve to show is 
that vaccination can raise the resistance of susceptible 
subjects for a certain space of time. Any enhancement 
of resistance following vaccination which is demonstrable 
over the periods of time covered by the statistics could 
be due to the direct effect of the vaccination itself. 
There is nothing to justify any conclusion that the 
temporary protection given by the vaccination has been 
converted to something in the nature of a lasting 
immunity as a result of a fresh stimulation of the defence 
mechanism by virulent tubercle bacilli gaining access 
to the tissues. 

In the guineapig and in the cow there is a period after 
vaccination during which resistance to virulent bacilli 
is notably enhanced ;. but sooner or later—sooner in the 
guineapig and later in the cow—resistance falls away to 
reach, in some animals at least, a level, below that 
observable in any of the control animals. The fact that 
resistance in the vaccinated animal can fall eventually 
to a level below that of the unvaccinated animal is 
disturbing.; and it is not peculiar to animals vaccinated 
with the vole bacillus, for E. A. Watson reported similar 
findings in long-term experiments with B.c.G. in cattle 
to the 12th International Veterinary Congress in 1934. 
It is strange how lightly this worker’s results have been 
dismissed and how the lesson, to be drawn from them has 
been ignored. 

From early times we have been taught that man’s 
allotted span is threescore years and ten ; yet how many 
of the adequately controlled statistics advanced in 
support of B.Cc.G. vaccination in man cover a space of 
time approaching even one of these three and a half score ? 
When the differences between the normal life-spans 
of the various species are taken into consideration, it 
becomes evident that the periods of time for which 
statistics are so far available in the case of man are 
comparable only to those periods of time during which 
resistance is still enhanced as a result of vaccination in 
the case of animals. There may still come a time—20, 30, 
or 40 years later—when there will be a rise in the mor- 
bidity and mortality rates for the older age-groups as 
a late, but nevertheless direct, result of imperfect 
vaccination in early life. 

Far from there being no necessity for further con- 
trolled experiments in this country, it would appear to 
be a moot point whether it is ethical to carry out, under 
the assurance that the vaccine is harmless, any experi- 
ments at all on human beings so long as the various 
factors underlying infection with, and resistance to, 
tuberculosis are still too imperfectly understood to 
justify the use of what might yet prove to be a two- 
edged weapon. 

Nature is conservative in her methods, and while 
it is true that man has a greater capacity than the lower 
animals for developing a lasting immunity when exposed 
to infection with virulent bacilli, his reactions to vaccina- 

tion with an avirulent strain must be similar to those 
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of the lower animals. Man’s greater resistance to virulent 
tubercle bacilli must lie in his greater capacity to deal 
with the substances which are responsible for their 
virulence ; and from analogy with other infections it 
seems fair to assume that these substances are antigens 
and that man has a greater capacity than lower animals 
for developing antibodies for these antigens. 

Both avirulent and virulent bacilli will produce 
allergy (to use this term in its widest sense of altered 
reactivity), but in addition virulent bacilli will stimulate 
the formation of special antibodies. It is important, 
however, to realise that in infection of an unvaccinated 
person with virulent bacilli, antibody formation must be 
a phenomenon which proceeds concurrently with, and 
not in succession to, the development of allergy. The 
development of allergy’ cannot be regarded as a stage 
towards the development of antibodies. In fact, in 
a vaccinated person the multiplication of virulent bacilli 
is held in check and therefore less antigen will be available 
for the stimulation of antibodies. There is a grave risk 
that, for the sake of the few who have so little resistance 
that they cannot survive a primary infection, the future 
of the many, who could have overcome the primary 
infection in a perfectly adequate manner, may be 
endangered. 

Further research there must be before vaccination 
can be adopted as a rational procedure, but let it be 
intensive and codrdinated research attacking the problem 
from all angles simultaneously. We must learn more 
about the development of allergy, and we must learn 
more about the antigenic properties of various bacterial 
fractions. If the latter cannot be studied in the usual 
serological manner, there are still the possibilities of 
tissue-culture to be explored. Above all, the physiological 
basis for natural resistance must be sought ; for herein 
lies the key not only to prophylaxis but also to 
treatment. 


Institute of Animal Pathology, 
Milton Road, Cambridge. 


JAMES A. YOUNG. 


MEGAMYELOID CELLS AND AMINOPTERIN 


Smr,—In the bone-marrow of mice during acute 
intoxication produced by large doses (20 mg. per kg. 
body-weight daily for three days) of ‘ Aminopterin’ 
(4-amino-pteroylglutamic acid, kindly supplied by the 
Lederle Co.), we have observed, in addition to the 
almost complete disappearance of the granuloblastic, 
erythroblastic, and megakaryocytic series, the appearance 
of large myeloid cells with a budding nucleus. Similar 
polyploid cells have been observed by us in acute poisoning 
by benzol! and mustard-gas derivates,? but in animals 
treated with aminopterin they are more ¢éharacteristic 
and frequent. 

These cells have the following characters: (a) large 
size (their dimensions being sometimes tnose of mature 
megakaryocytes) ; (b) irregular shape of the nueleus ; 
and (c) fragility (these cells often have ravelled borders 
and many cytoplasmic and nuclear vacuoles). 

These large myeloid or “‘ megamyeloid ” cells represent 
various types of myeloblastic, promyelocytic, or myelo- 
cytic gigantism. Probably these elements are produced 
owing to the underlying disorder of the division process 
of the myeloid cells; they are perhaps the ullimwm 
moriens of the granuloblastic source of the bone- 
marrow. 

Knowledge of such megamyeloid cells in extreme 
experimental conditions should make easier the interpre- 
tation of similar cells described in cases of aplastic 
myelosis and acute or subacute aplastic leucosis. 


A. BASERGA 
G. MARINONE. 


Medical Clinic, University of Pavia. 
1. Baserga, A. Boll. Soc. med.-chir. Pavia, 1931, 45, 399. 
2. Baserga, A., Marinone, G. Sang, 1948, 19, 381; Haematologica, 
1949, 33, 299. Marinone,G. Sang, 1949, 20, 497. 
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LIST OF AWARDS AND GRANTS 


Sir,—We have in preparation a reference book giving 
particulars of the scholarships and other financial grants 
which are available for medical training or research. 
Every medical school and university in the country is 
cooperating in supplying material together with a large 
number of schools and charitable organisations. Some 
awarding body may have been inadvertently overlooked, 
and it is clearly important that the reference book should 
be as complete as possible. If, therefore, any of your 
readers knows of an award or grant for medical training 
or research, particulars of which have not already 
been supplied, I should be grateful if he would kindly 
communicate with me. 


British Medical Association, 
avistock Square, 
London, W.C.1. 


NEUROLOGICAL EFFECTS OF OXYGEN 


Smr,—I have read with great interest the article by 
Dr. Davies and Dr. Mackinnon in your issue of Nov. 12, 
and I would like to make a few comments. 

A number of workers (Barach, Richards, Cournand, 
Comroe) have described the syndrome of carbon-dioxide 
narcosis when oxygen is administered to patients with 
chronic lung disease, arterial anoxia, and carbon- 
dioxide retention. Recently I studied such a patient, 
with severe emphysema and mild heart-failure, who 
lapsed into coma after 12 hours’ oxygen therapy. At 
this time his arterial pressure of carbon dioxide (pCO,) 
was 120 mm. Hg. After the withdrawal of oxygen he 
recovered rapidiy with an abrupt fall in his arterial 
pCO,. It was indeed a strange sight to see him become 
almost black and then recover consciousness. Some 
weeks later, when the pulmonary infection for which he 
was being treated had subsided, the arterial pCO, became 
steady at 60 mm. Hg. It is thought by some that 
carbon-dioxide retention will remain more marked 
after such an episode. 

The most favoured theory concerning this syndrome 
is that these patients are so well buffered that they are 
relatively insensitive to carbon dioxide (Scott), and that 
their respiratory activity depends mostly upon anoxic 
stimulation of the sino-aortic zones The removal of 
the anoxic stimulus causes them to hypoventilate with 
further retention of carbon dioxide. It can be easily 
verified that many such cases do greatly decrease their 
ventilation when breathing oxygen. Barach and Richards 
(personal communication) have tried to counteract 
the respiratory acidosis in such patients during oxygen 
therapy by exhibiting ammonium chloride, but this 
procedure upset them even more. 

Kety and Schmidt have demonstrated the very large 
cerebral blood-flow in severe emphysema. They assumed 
that this is due to cerebral vasodilatation caused by the 
high body pCO,. This increased blood-flow may cause 
excessive production of cerebrospinal fluid (C.s.F.). 
When a raised venous pressure is also present, then this 


JOHN PRINGLE 
Public Relations Officer. 


‘may also delay absorption of c.s.F. If the body pCO, 


rises shortly after the commencement of oxygen breathing, 
then the further vasodilatation will result in an increased 
quantity of blood in the cerebral circulation, and 
a rise in C.S.F. pressure will follow from mechanical 
causes alone, the cranium acting somewhat like a 
plethysmograph. 

I cannot agree that oxygen poisoning, as usually 
described, should be incriminated. Campbell’s experi- 
ments showed that there is only a small rise in the 
tissue carbon-dioxide tensions when normal animals 
breathe comparable percentages of oxygen for very 
long periods; and in any case the sharp difference 
between oxygen poisoning and carbon-dioxide intoxica- 
tion makes Gesell’s theory unconvincing. Furthermore, 
recent research has not supported his thesis. While 
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watching at least 400 toxic exposures to high pressures 
of oxygen I did not once observe myoclonic movements 
of both arms as the sole symptom of oxygen poisoning. 
The only subject showing myoclonic movements in one 
hand subsequently had a typical jacksonian attack. 

Finally I would suggest that intermittent oxygen 
therapy is far safer in this type of case. Study of the 
arterial-blood carbon-dioxide tension, or content, will 
help to determine which patients are in*the greatest 
danger of carbon-dioxide narcosis. 


Institute of Diseases of the Chest, 
London, S.W.3. 


KENNETH DONALD. 


Sir,—Dr. Davies and Dr. Mackinnon are being misled 
by their observations on but two cases. 

Firstly, when congestive cardiac failure has overtaken 
the emphysematous subject it is a matter of clinical 
observation that death may take place suddenly, as in 
their case 2, even though no oxygen is given. In the 
second place, when the anoxia is severe clonic limb 
movements are seen, which disappear in the oxygen 
tent only to reappear out of it. Thirdly, the post- 
mortem brain. findings, if closely resembling those 
described by Hunter,! are certainly not the rule in cases 
of emphysema dying of congestive heart-failure. 

Finally, the life-saving value of oxygen therapy in 
these poor unfortunates with complicated emphysema 
is undoubted, so let us forget about oxygen poisoning. 


“Rnfleld. Middlesex. aincacent erence 

Sir,—The article of Nov. 12 by Dr. Davies and Dr. 
Mackinnon is of very great interest. We have had 
considerable experience in this school of studying the 
responses of emphysematous subjects to oxygen, and 
generally speaking the reaction is beneficial, oxygen 
saturation of the arterial blood rising with accompanying 
symptomatic improvement. It is admitted, however, 
that it is often impossible to achieve a normal arterial 
oxygen saturation in an oxygen tent, and there are 
occasions on which the mental symptoms persist 
practically unchanged. 

We have observed a few rare instances in which 
retinal venous engorgement going on to papilledema 
with retinal hemorrhages has complicated the 
picture: the cerebrospinal-fluid pressure in such 
patients is very high—over 300 mm. water in one ease. 
This patient came to post mortem: there was swelling 
and cedema of the brain with widening of the Virchow- 
Robin spaces, into some of whieh. recent hemorrhages 
had taken place. These changes closely resemble those 
seen in your contributors’ case 2, though the effused 
blood had not yet reached the subarachnoid space. 
Our patient (case 3 of Howarth et al.,2 and also case 3 
of Simpson*) had been treated in an oxygen tent 
intermittently over a period of two months before death, 
but the cerebral symptoms were those of steadily advane- 
ing mental confusion and clouding of consciousness, 
which appeared before admission and which, if little 
improved, was certainly never made worse by oxygen. 
There is nothing in the history of this case to suggest 
that the lesions were produced by oxygen therapy. 

Each winter brings a dozen or so cases of emphysema 
heart-failure to autopsy in this hospital, nearly all of 
them having been treated by oxygen, and the occurrence 
of the lesions in the case here described, so far unique 
in our experience, seems to be ascribable to some factor 
other than oxygen therapy. The clinical picture of 
“emphysematous encephalopathy ’’ with papilledema 
and high cerebrospinal-fluid pressure may develop 
independently of therapy. 





1. Hunter, A. R. Lancet, 1949, i, 1045. 

2. Howarth, S., McMichael, J., Sharpey-Schafer, E. P. Clin. Sci. 
1947, 6, 187. 

3. Simpson, T. Brit. med. J. 1948, ii, 639. 
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The observations of Davies and Mackinnon emphasise 
the complexity of the problems involved in the cerebral 
adaptations to emphysema. We shall certainly look 
forward with interest to their future reports, and mean- 
while keep a closer watch for any adverse influences of 
oxygen administration. 

JoHN McMICHAEL 


Postgraduate Medical School 
BERNARD LENNOX. 


of London. 


REGIONAL PSYCHIATRISTS’ ASSOCIATION 


Srr,—At a meeting in London on Nov. 22 it was 
agreed that an Association of Psychiatrists of the South 
West Metropolitan region be set up to replace the old 
psychiatric advisory group of this region. A draft 
constitution was discussed and approved. It is proposed 
to send a copy to all psychiatrists working in the region, 
who will be invited to join the association. The acting 
treasurer is Dr. D. N. Parfitt, Holloway Sanatorium, 
Virginia Water, Surrey. 

Belmont Hospital, 

Sutton, Surrey. 


D. SHaw 
Acting Secretary. 


CONTROL OF TUBERCULOSIS 


Str,—Recent letters emphasise the fundamental 
dichotomy in the approach to this problem in Great 
Britain. The basic problem is shortage of beds in sana- 
toria and hospitals. This, combined with the alarmingly 
large number of deaths from tuberculosis—400 per week 
—and the fact that half of these deaths occur within one 
year of notification, should bring together the tuberculosis 
officer and the chest physician for a common concerted 
attack. 'The tuberculosis officer is primarily concerned 
with the patient who-should go into a sanatorium ; but 
until that happy and usually far remote day}, the patient 
must be kept under observation, and if possible given 
some form of treatment. Furthermore—and this is of 
paramount importance—the patient must be made as 
little a risk to his family as possible. On the other hand, 
the physician at the sanatorium is interested in curing 
each patient that comes into his hands, knowing that 
the risk of infecting others and the patient’s family is 
considerably reduced during his stay in a sanatorium. 

It has been suggested by some correspondents that if 
collapse therapy is carried out in the patient’s home 
with adequate care, on suitable cases, very often the 
patient’s conditidn can be improved and his stay in a 
sanatorium considerably reduced. This in turn leads to 
an increased turnover in sanatorium beds. More impor- 
tant, however, the infectivity of the patient can be 
reduced, and, as a source of infection, he can be brought 
under early and adequate control. In blunt terms, it is 
probably more important to control the patient as a 
source of infection than worry about complete cure, 
although a cure must always be the ultimate aim. 
Awareness of this was the basis for beginning domiciliary 
collapse therapy in many dispensaries such as those of 
Bermondsey, Southwark, and Ealing. I had an oppor- 
tunity of working with Dr. E. K. Pritchard at Southwark, 
and believe that his results amply justify the method. 

In this country Myers, in 1920, faced with the problem 
of a large number of sputum-positive patients in the 
community and inadequate facilities for treating them, 
tackled the problem by: (1) prevention by early treat- 
ment of patients of the reinfection type from becoming 
infectious ; (2) isolation of the‘infectious in the sana- 
torium or home; and (3) eradication of tuberculosis in 
cattle. The success of his programme was mentioned in 
Tue LANCET two years ago.! Tice,? faced with a similar 
problem, began in 1931 a programme of collapse therapy 
in the home and of B.c.G. immunisation. He states that 
‘‘ collapse therapy is more perfect and complete than 
any isolation.” He found that the sputum became 
negative in 83% of patients with minimal disease, 76% 





1. Annotation, Lancet, 1947, i, 836. 
2. Tice, F. Illinois med. J. 1946, 89, 280. 
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of moderately advanced cases, and 68% of advanced 
cases. 

It should be possible to carry out in Great Britain a 
programme similar to these in America, and in this 
respect the mobile X-ray unit and operating-theatre 
proposed by Dr. Hofistaedt® would be invaluable. 
Collapse therapy could be instituted in the home after 
adhesion-section in those cases requiring it; and the 
patients could continue to be nursed there. Mobile mass 
miniature radiography units could be used to pick up 
the early cases. 

The sanatorium physician must be prepared to accept 
cases that have had home treatment until the “‘ early ” 
cases, likely to respond to a sanatorium regimen, are the 
only ones claiming admission. Coéperation in carrying 
out the programme as outlined would soon lead to a 
decrease in the number of notifications of tuberculosis 
and ultimately to a fall in the death-rate. 

Graduate School of Medicine, 


University of Philadelphia. KENNETH MARSH. 


Sir,—Tuberculosis is by far the most serious disease 
affecting our community, but any campaign against it is 
liable to fail if physicians themselves do not agree on the 
methods to be adopted. In the present situation all 
possible means of obtaining treatment for patients should 
be employed, whether sanatorium or domiciliary. At a 
time when patients must wait anything from 8 to 12 
months for a bed, sanatorium physicians should not 
demur at receiving them with some form of collapse 
therapy already in progress. In the long run the patient 
who has to wait a long time for admission gains by early 
collapse therapy in his own home, and it reduces the 
period he will need in sanatorium when admitted. 

Little has been done, however, to organise domiciliary 
management, and meanwhile it appears that we are 
still fighting a losing battle. In December, 1944, in 
England and Wales, there were some 4000 cases awaiting 
admission to hospital; but by December, 1948, the 
waiting-list had risen to 9000, and I suspect that it will be 
over 10,000 by the end of this year. In the same period 
there has been little change in the number of beds 
available for tuberculous patients. 

I see nothing for it but to bring tuberculosis back 
once more into the general hospitals where it belongs. 
In this way not only would the teaching of students in 
early diagnosis be greatly facilitated but the nursing of 
the cases would also be eased considerably. Is it not the 
isolation of the tuberculosis sanatoria, and the conception 
of the work as rather monotonous and lonely, that 
prevents more nurses taking up this type of service ? 
Furthermore, beds in general hospitals, under the direct 
supervision of the chest-clinic physician and where a 
thoracic surgeon is available, can be used in conjunction 
with domiciliary management far more economically, 
and serve a far greater number of patients, than can the 
same number of beds in a sanatorium. The ever-to-be- 
desired aim of one physician looking after a case from 
diagnosis to rehabilitation can be achieved in this way 
as in no other. The over-all problem in a given district 
can never be appreciated by the sanatorium physician 
as fully as by the chest-clinic physician who watches the 
waiting-list and sees the many new cases diagnosed. 
In a sanatorium there will obviously be a tendency to 
keep cases longer than would be absolutely necessary 
were the sanatorium physician able to continue his 
treatment in the patient’s own home. 

Also there is a very natural feeling among experienced 
sanatorium physicians that domiciliary collapse therapy 
is dangerous, particularly when undertaken by physicians 
with inadequate training and facilities. To a certain 
extent of course this is true; but it is a sad reflection 
upon a system whereby physicians carrying out tuber- 
culosis work in clinics have always been graded at a 

3. Hoffstaedt, E. G. W. Lancet, Oct. 8, p. 672. 





somewhat lower level than general physicians or sana- 
torium physicians—a state of affairs which will be 
perpetuated if action is not taken to make the status of 
the chest-clinic Worker equivalent in grade and salary 
to that of other specialists. If clinics are staffed with 
keen well-qualified and well-trained men, there is no 
reason why the work done in them should not be in 
every way comparable to that done in our better sana- 
toria. Not only can it be so but it must be so; for we 
are facing a crisis, though this has hitherto been largely 
disregarded not only by administrators but by senior 
members of our own profession. 

It is time that the tuberculosis service ceased to be 
considered of lower grade than other specialist services. 
Instead of a gain in efficiency under the N.H.S. we see 
a fantastic dichotomy by which the key worker in the 
chest clinic is responsible to two or even three masters, 
while at the same time an unduly high proportion of such 
workers has been denied consultant status. Furthermore, 
when the Minister sets up an Advisory Committee on 
Tuberculosis we find that no practising chest-clinic 
physician is included in its members. 

It has been said that the new allegiance of the chest- 
clinic physician to the regional hospital board diminishes 
his domiciliary interests, and that he may therefore 
neglect the public-health side of this important ‘ social ” 
disease. Actually there has never been so much 
domiciliary visiting and such a keen interest in the social 
background of the tuberculous patients as is now evident. 
But if we are to continue to tackle the greatest problem 
facing British medicine in the present desultory fashion 
it may well be that a catastrophic rise in the incidence and 
mortality in tuberculosis will occur. This is made all 
the more possible by our becoming an ever more 
susceptible nation, as indicated by the fact that some 
60% of school leavers in the Greater London area are 
now Mantoux-negative. When this is considered against 
the background of our acute housing shortage and the 
consequent forced contact of susceptible youngsters and 
infectious cases it is no longer surprising that we are 
in our present position. Drastic national action at a 
Governmental level is urgently required—if necessary at 
the expense of the care of other diseases of less importance 


to the community. PETER STRADLING 


Chest Physician and Lecturer in Tuberculosis, 
Postgraduate Medical School of London. 
Hammersmith Chest Clinic, London, W.12. 


Sir,—The aim of this letter is twofold: to try to 
enlist the help of the school medical services in detecting 
tuberculosis in school leavers, 16-18 years of age, and 
to urge intelligent coordination of tuberculin § skin- 
testing and radiography for these young people. For 
text, I take a girl and a boy recently admitted to this 
sanatorium with advanced tuberculosis, neither of them 
known contacts. 

The girl had a routine examination at the beginning of her 
year in the VIth form, and no check-up to discover whether 
her cough and fatigue in the summer term were due solely to 
examination stress, She left, and undertook library work ; 
but as it was for a year only and not as a permanent job, 
no medical examination was required—since, ironically, it 
seems to be the superannuation purse that really matters. 
The boy, who attributed his weariness to the burden of being 
head boy at his boarding-school, had no routine medical 
examination, and his illness was only discovered when a mass- 
radiography unit visited the factory where he was working 
in his college vacation. 


School doctors may well have excellent reasons 
(other than that of detecting tuberculosis) for making 
their final examination at the beginning rather than 
at the end of the VIth form year. But would it not be 
possible to arrange that before the boys and girls escape 
to the greater freedom and more limited supervision of 
work or student-life, they should all be tuberculin- 
tested, and that the positive reactors, only, be X-rayed ? 
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{ do not think it would impose an impossible burden 
on the school doctors. To skin-test a batch of people 
is not a very formidable or lengthy business, and it 
need not actually be done by a doctor though perhaps 
he or she should read the result. The task of inter- 
preting the films of the positive reactors would not fall 
on the school doctor. 

It may be argued that it would be better to X-ray 
school leavers ‘just to make sure”; but this would 
be to belittle the value of the Mantoux test, and to 
deflect attention from the need for X-ray examination 
when Mantoux-conversion takes place. Everyone work- 
ing in tuberculosis must be sadly familiar with the false 
sense of security engendered by the single X ray, taken 
six months or a year before, which was “all right,” 
and therefore led to disastrous delay in seeking advice 
when symptoms arose. It is true that a misleading 
negative reading may be found while allergy is develop- 
ing, or because the patient has measles or miliary 
tuberculosis ; but there are snags with any routine test. 

The formidable part of the business would be in keeping 
touch with and re-testing the negative reactors after 
they have left school, and have become so very elusive. 
Here we might take heart from the satisfactory change in 
the public mind towards diphtheria inoculation, and hope 
that this aspect of the campaign against tuberculosis 
will also be generally accepted. Skin-testing is less 
likely to create a tuberculosis-phobia than resort to 
repeated ‘‘ blind’? X-ray examinations. In any ease, 
if B.C.G. is to come into its own in this country, extensive 
Mantoux-testing will have to be done. 
RUTH 


Darvell Hall Sanatorium, Sussex. DINGLEY. 


AN IMPROVISED MECHANICAL RESPIRATOR 


Srr,—The following account of an improvisation to 
assist protracted treatment and nursing in a box-type 
mechanical respirator may be of interest. 

A girl, aged 14, was admitted to the Coventry Isolation 
Hospital on June 18, 1949, with acute anterior poliomyelitis 
involving all the limbs and the back. Next morning the 
paralysis had spread to all the muscles except those supplied 
by the cranial nerves and the flexors of the fingers. Respira- 
tion, diaphragmatic and intercostal, was grossly impaired 
and rapidly became virtually non-existent. The patient was 
placed in a Both (Nuffield) box-type respirator and remains 
in it still. To date there is some return of power in hands 
and wrists and of a small but inadequate degree of intercostal 
movement. The patient still cannot remain without the 
assistance of the respirator for more than a minute, or at the 
outside two minutes, without grave distress. 

After a few weeks the difficulty of giving physiotherapy 
to the limbs became an insistent and worrying problem. 
To provide oxygen through an Oxford inflater for longish 
periods seemed hardly the solution, though this apparatus 
had proved very useful, especially in the earlier weeks, 
in making more feasible brief nursing procedures—e.g., 
changing the bedpan—which had to be carried out with 
the utmost dispatch by an organised and practised team 
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of nurses and doctors. On the other hand, to transfer 
the patient wholly from her safe and life-saving Both 
respirator to some other type of respirator, which might 
leave the limbs accessible, was much too risky. Even if 
one could get such a respirator applied in time, which 
was very doubtful, it was uncertain whether the patient 
would tolerate it. 

With this problem in mind, and having read Dr. Ursula 
Blackwell’s article in The Lancet of July 16, 1949 (p. 99), 
the patient’s father, who is connected with the Coventry 
engineering industry, and one of us (J. F. G.) visited the 
Western Hospital, Fulham, where they were kindly 
allowed to inspect the hospital’s comprehensive collection 
of mechanical respirators. In particular from their Stille 
respirator we acquired the basic idea of a rigid suction 
chamber sealing over the patient’s trunk, and we noted 
how the Stille shield had been adapted by the hospital 
staff with a Both motor and bellows unit. The father 
then set to work, with the help of a firm of pattern- 
makers, to construct a wooden mechanical respirator 
that would (1) fit over the chest and upper half of the 
abdomen only; (2) leave the limbs free; (3) fit over 
the respirator mattress so that the patient, having been 
drawn out, could yet remain secure in the Both respirator 
attachments, and if anything went amiss, could be 
promptly sealed up again in the box respirator in a 
matter of seconds; and (4) work off the box-respirator 
motor and bellows unit. A rubber valve and mano- 
meter similar to the Both were also planned to be fitted. 

-Fhe sealing of the respirator round the patient to 
make an adequately airtight junction was the greatest 
single difficulty. It was solved by two devices: (1) The 
new respirator was made to measure, both to thé\patient 
and to the Both respirator mattress. Malleabledead strips 
were-quickly moulded round the upper part of the chest, 
the axille, and the middle of the abdomen to obtain the 
relevant silhouettes. (2) A thick layer of ‘ Sorbo ’ rubber 
was fixed to those margins of the respirator which fit 
on to the patient. The sorbo was found to be appreciably 
porous to air, so, to overcome this, thin rubber aprons 
were fitted to the inside of the new respirator and carried 
round the sorbo. The free edge of this rubber sheeting, 
when tucked round the patient, assisted the sealing. 
This seal was completed by several pads of cotton-wool 
and (underneath) by the sorbo mattress supplied with the 
box respirator. The rubber bedpan, on which the patient 
lies, is removed when the patient is in the new respirator. 
To ensure that the respirator worked, and to make 
adjustments, experiments were made with a volunteer 
about the same size as the patient. 

The respirator (see figure) is used daily for about twenty 
minutes, during which period the patient has massage 
and passive movements. The longest time the new 
respirator has so far been in use is half an hour, but there 
seems to be no reason why it should not remain on for 
very much longer, given full psychological tolerance. 
Unfortunately, this is not yet forthcoming, partly 
because the patient feels safer in her box respirator, and 
partly because she associates the new respirator with a 
degree of pain and discomfort inseparable at present 
from her passive movements. There is also a sensation 
of pressure across the abdomen when the respirator is 
working efficiently, especially during the phase of 
greatest suction. 

The new respirator can be applied effectively in a few 
seconds by a minimum of four persons, but the patient _ 
must be lying squarely and centrally on her sorbo 
mattress, and the operators improve with practice. Of 
the four persons, two handle the respirator, one manages 
the arms, and the fourth attends to the hose and bellows. 
The respirator works well, but rather more suction is 
needed (18-20 cm. of water) to maintain the patient’s 
colour than in the box respirator (14 cm. of water), 
possibly because, owing to its shape and limited size, 
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chest and abdominal movements are less comprehensive 
in the new respirator. It is important for the patient not 
to have a full stomach when the new respirator is applied ; 
omission to take this precaution seems to lead to cyanosis 
and nausea. Presumably in the patient’s prone position 
the stomach lies high and is forced upwards against the 
diaphragm by the closely fitting respirator. 

Unless enough spontaneous respiration returns in the 
near future to make mechanical aid unnecessary, our 
ultimate aim is to wean the patient from the box respira- 
tor into the new respirator. Once this stage was reached 
she could be transferred to a bed suitably adapted, and 
this would be a great encouragement to her. 

It remains to praise the parents’ resource and perfect 
cooperation, and to say that nothing could have been 
achieved without the constant assistance of Miss H. 
O’Sullivan, the sister in charge of the ward, the night 
sister, and all the other nurses who have handled the 
patient. 

J. F. GALPINE 
J. W. Brown. 


Coventry Isolation Hospital. 


MEDICAL BIOPSIES 


Sir,—In your annotation of Nov. 19 Dr. Bodley 
Scott is quoted as saying that aspiration biopsy of lymph- 
nodes “‘ will avoid the full operative panoply which 
surgeons deem necessary for excision of the smallest and 
most superficial lymph-node.’ The reader must assume 
that you have quoted correctly, and I am afraid that 
the tone of Dr. Bodley Scott’s statement, coupled with 
his eminence as a physician, may lead some of the 
younger surgeons—or even a rash young physician, if 
such a contradiction exists—to proceed to the removal of 
a lymph-node without appreciating the possible danger 
to the patient. Surgeons are only too apt to remove 
nodes before hematological and serological examinations 
have been completed, but speaking as a_ pathologist 
who has seen what can happen, I would commend 
wholeheartedly the surgeon who approaches this opera- 
tion seriously and with every precaution taken. 

It is no doubt Dr. Bodley Scott’s misfortune to have 
a jesting remark, probably made with a smile at some 
surgical friend, quoted as if it were a considered opinion. 
Indeed, his interest in needle biopsy is certainly due to 
his full appreciation of the seriousness of this sometimes 
too lightly undertaken operation. 

Dundee. A. C. LENDRUM. 


IRON POISONING 


Sir,—May I offer a footnote to your leading article of 
Nov. 12 about iron poisoning ? To avoid further tragedies, 
it is necessary that not only the patient who handles 
the tablets, but also the doctor who prescribes them, 
should be aware of the danger. The manufacturers of 
the proprietary ferrous sulphate tablets (‘ Fersolate ’) 
taken in the New Malden case print a warning on the 
container, but there is no such warning on the container 
in which the pharmacist issues the tablets on prescription. 
In this case the practitioner was consulted within five 
minutes and again after an hour and a half, and said 
that there was no danger and that the infant would be 
all right. Replying to questions at the inquest about 
the need for more attention, he said ‘‘ If, as I thought, 
the tablets had contained no more than ferrous sulphate, 
it would not have been necessary.”” The pathologist 
said that previous fatalities had oceurred from ferrous 
sulphate, but this was ‘ perhaps not generally known.” 
The coroner summed up, naturally, that “‘ iron and iron 
sulphate were not generally regarded as poisons ; it was 
not generally known, even perhaps among doctors, that 
fatal poisoning could occur.” If this is so, more inquests 
seem probable. 


West Wimbledon. HENRY PORTER. 
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MATERNAL OBESITY 

Srr,—Dr. Sheldon’s article of Nov..12 is of especial 
interest to me. I know of two sisters who developed 
lipodystrophia progressiva after strenuous efforts at 
weight-reduction. The younger, in whom the signs were 
first noticed about the age of 23, became pregnant when 
she was 34 and this brought about a redeposition of fat 
in the affected areas. I have been unable to trace any 
reference to the effect of pregnancy on lipodystrophy. 
R. N. HERSON. 


Grays, Essex. 


THE DOCTOR’S CREED 


Str,—May I, as theological student and doctor, point 
out the weakness of Professor Platt’s position? He 
cannot accept the Christian creed, because God tolerates 
evil. 

Is this not analogous to the situation of a surgeon 
presented with signs and symptoms suggesting appendi- 
citis ? According to how these add up, he will operate or 
he will not. If he operates he sees for himself; if he 
does not, the death of the patient may also tell him. He 
could escape the issue by saying “‘ As I do not know why 
this patient has appendicitis, I will not operate”; but 
he would still be unable to escape the effects of his 
decision. 

Either God exists or He does not. He claims to have 
revealed Himself in Nature, in the Old and New Testa- 
ment, and in the person of Jesus Christ. A study of 
these three leads us to believe that God and Christ do 
exist. As in the case of appendicitis we can never be 
absolutely sure, but there is sufficient evidence to lead 
us to believe, just as the evidence before the surgeon is 
sufficient to lead him to operate. 

If we believe, then our own lives must change, and by 
our words and example we shall influence others. It may 
not be too late to build a world in which Love, Justice, 
and Brotherly Kindness predominate. If we do not 
believe, what check is there, or need there be, on our 
putting ourselves first and striving to further our ends 
by fair means or foul? ‘* Life is short and we are a long 
time dead.’ Since 1918 there has been a gradual putting 
into practice of the latter formula—we see the results 
today. 

Wigmore, Kent. GORDON STRONG. 

Sir,—Professor Platt is wrong when he writes: ‘“‘ We 
must either believe that (God) is powerless to intervene 
against the evils of Satan and of man, or that they are of 
His own creation,’ unless he is restricting the use of the 
word ‘power’ to miraculous intervention with the 
Laws of Nature. It is this meaning of the Power of God 
that the scientist is led by his training and experience to 
reject, but there is another kind of power. 

If God has created man with free will (the possession 
of which Professor Platt appears to admit) to choose 
between responding to His will or to that of Satan, we 
are engaged in a momentous struggle of the will or spirit 
and our highest fulfilment is to be found in obedience to 
the will of God. If God is true to His stake in man, and 
will only give help in the sphere of the spirit to those 
who freely choose to seek it, we need not be surprised 
at evils on the material plane which may stem directly 
or indirectly from our ignorance or choice of evil. We 
can seek to fight these evils, drawing strength to our 
spirits from God, without expecting miraculous interven- 
tion, except for ‘‘ miracles ” of the spirit, such as doctors 
are so often privileged to see when suffering is cheerfully 
accepted and overcome. In this way, the power of God 
may be seen to be more powerful than that of evil in a 
very real way. 

If, on the other hand, God has retained the power to 
intervene miraculously on the material plane where 
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Satan is gaining the advantage, man’s struggle becomes 
meaningless, for the ultimate issue would never be in 
doubt. As one who tries to be a Christian it is just here 
that I am most perplexed : for the Church seems to me 
to teach the reality of such miracles, and thus proposes 
the incompatible properties of God—omnipotence, 
omniscience, and benevolence—to which Professor Platt 
and most scientists object. 

If theologians and scientists could meet each other 
in this metaphysical field, they might find it easier to 
answer the Archbishop of Canterbury’s plea to work 
together and understand one another in the ethical and 
personal fields in which their codperation would be so 
beneficial. 

Old Cogan, Penarth, Glam. C. M. FLETCHER. 

Sir,—When, after years of labour and anxiety, we are 
called to that upper room to receive our diploma, do we 
not subscribe to that Oath of Hippocrates, born in Cos 
about 460 B.c.? Surely our standard of professional 
conduct and our relation to our fellow men was laid 
down before Christ, Mahomet, or Buddha. 

Professor Platt has been brave enough to propound 
his credo. I venture to advise his critics to live and 
to let live. 


Sherborne, Dorset. JOHN WHITTINGDALE. 


Smr,—May I, very humbly, set out my working 
hypothesis ? 

I have rejected Christianity because of its geocentric 
character. Contemplation of the stars in their courses 
makes it impossible for me to believe that this is the 
only planet on which life exists and that the Creator is 
concerned only with the fate of man. 

I attribute to him infinite power, infinite intelligence, 
and a definite purpose. So far as this earth is concerned 
it is manifested in the evolution of a being whose mind 
grows with the passage of the millennia and who becomes 
more and more capable of dominating his environment. 
To what ultimate end I conceive there is no evidence. 

In the development of life on this planet the vegetable 
and animal kingdoms arose. The animals are divided into 
the predators and the vegetarians, and a few, of the larger 
mammals—of which man is an outstanding example— 
belong to both sections. Further, animals are either 
gregarious or solitary, man belonging to the former class, 
and, since he is omnivorous too, he is found to have in 
this respect an almost unique position among higher 
mammals. The predatory animal is selfish and ruthless, 
the gregarious shows a greater or less amount of altruism. 
My hypothesis is that in man there is conflict between the 
selfishness of the solitary flesh-eater and the altruism 
of the gregarious, and that this clash between funda- 
mental instincts is the reason for most of the world’s 
distresses. Flesh-eaters are not all solitary—witness 
the wolves—but in the main I think the distinction 
holds good. 

The disposition of an individual depends on the balance 
of his inherited instincts and on his upbringing and later 
environment. To the altruist—and that he may con- 
sistently follow the Golden Rule is his highest aspiration 
—right and wrong are clearly differentiated and he feels 
unease when he does not obey the dictates of his inherited 
instinct—conscience. To the predator right and wrong 
have different connotations and he simply does not 
understand why the altruist should’ blame him and 
attempt to cireumscribe his liberty of action. 

Is all this too simple to be true? It may well be so; 
but I derive from it a (to me) rational explanation of 
the present scheme of things. And so I reject with 
Professor Platt the conception of the benevolence of the 
Creator and believe like the Preacher of old that Time 
and Chance happeneth to us all. 


NESCIO. 
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Sir,—As doctors we all play a losing game, for ulti- 
mately death claims each patient. To relieve anguish of 
body and mind is the earnest desire of us all, but how 
infinitely better it is to relieve anguish of soul. 

Having myself at one time greatly feared death, and 
having had that fear removed and replaced by an 
abiding peace of heart through coming to know Jesus 
Christ as my own personal Saviour, it has been a humbling 
and thrilling experience to be able to help men and 
women on their death-beds to find that same Saviour 
and to see peace reign where fear had held sway. Further- 
more, having experienced defeat by sin in my life and 
having had that defeat changed to victory by the same 
living Saviour, what a privilege it has been to help 
patients to find the same power through Christ. 

I have numerous medical friends who have had similar 
personal experience to myself and who are similarly 
helping their patients to share it. What further proof 
need we of the goodness of God ? 

Wool, Dorset. T. B. L. Bryan. 


Str,—One of your correspondents says that ‘‘ Man 
may practise virtue or vice as he chooses. He may select 
deliberately (not by instinct) and follow any line of action 
from among many.” Yet all the evidence patiently 
collected over the past seventy years or so goes to show 
that human conduct, far from being deliberately planned 
by a process of conscious reasoning, has its motivation 
very largely in the unconscious. We may explain away 
our behaviour very ingeniously by rationalisations which 
we have become adept at by long practice, but the true 
motives of our behavi6éur are rarely known to. yurselves. 

Glasgow. L. N. CooK. 

Sir,—After the prominence you gave the Archbishop 
of Canterbury’s speech I have rejoiced in Professor 
Platt’s reply, because even today it requires considerable 
moral courage to state views contrary to accepted 
religious dogmas. Beyond that courage, the prerogative 
of intellectual leaders, it also showed Professor Platt to 
be a man of universal sympathy and comprehension. 

Of the other letters Dr. Crichton-Miller’s rightly 
emphasised the division which should exist between the 
priceless, ageless wisdom which found expression —in 
religious literature and which is part of our cultural 
heritage, and the dogma itself, formulated by the desire 
to penetrate and placate the unknown, by fear and by 
ignorance. 

Our world today is so eminently man-made that, 
although we were not the original creators of it, our first 
duty ought to be to be responsible for it. For education in 
general our aim ought to be to create individual and 
collective responsibility, not to shelve it. The cheerful 
acceptance of 6 million dead for some supposed sin that 
we don’t know of, but which God has explained, may not 
prevent one from being a good Christian ; but it most 
certainly bars one from responsible citizenship. 

As for the cultural and moral gems which abound in 
religious literature, I believe it should be read, taught 
and enjoyed as other works of art at an age when 
credulity and the desire for literal truths has been 
tempered by a grain of experience, and then let everyone 
take as much as he can comprehend or digest. Then these 


‘two worlds would rightly have nothing to fear from one 


another. 
Romford. H. SyMOnpDs. 


Sir,—The query from Otre¢ is answered by St. Pau 
in Romans 8, 18-25. Human suffering is there seen’ as 
an epitome of the suffering of all created beings and the 
redemption of the former holds out hope for, the 
redemption of the latter. 


Liverpool. CREDO. 
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Srr,— Most of the letters in reply to Professor Platt’s 
admirably clear and balanced one of Nov. 5 are examples 
of the foggy thinking which some members of a scientific 
profession allow themselves when dealing with a non- 
scientific subject. One, for instance, doubts the pos- 
sibility of considering as criminals the doctors who took 
part in the degrading bestialities of Auschwitz and 
Buchenwald. ‘‘ What is right and what is wrong?” he 
asks. Surely even the Hippocratic Oath might give him, 
as a doctor, some clue. (It is unlucky for him that 
Hippocrates was a pagan: not a hope of proving his 
“Christian inheritance.”) Others appear to feel that 
God is to be applauded for allowing man to exercise free 
will at Auschwitz and Buchenwald : if free will involves 
inflicting torture, that is just too bad; the principle is 
all that matters. Another remarks that if he cannot 
believe that God is “omniscient, omnipotent, and 
wholly benevolent,’ then Professor Platt must be an 
atheist. 

And so it goes on: letter after letter, praising the 
spiritual value of suffering, and the importance of evil 
(without which ‘‘ Christianity would be totally unneces- 
sary’). The whole horrifying correspondence seems to 
me to have one merit: it is an excellent argument for 
atheism. 


Edgbaston, Birmingham. CONSTANCE BACHTIN. 


Sir,—May I reply to Professor Platt and at the same 
time gently chide my Christian colleagues who think that 
Christianity is the sole repository of the knowledge of 
God and of the forces arrayed against the evil of this 
world ? The idea of the omniscience and omnipotence 
of God is derived from Abraham, who postulated Him as 
the creator of the universe. It was Moses who emphasised 
that man is endowed with free will to choose between 
good and evil, and moreover that good was rewarded and 
evil punished ! Hitler chose Buchenwald and Auschwitz, 
and many “ Christian ’’ Germans chose to carry out his 
bestial wishes. The “divine”’’ purpose behind this 
unparalleled exhibition of wickedness is to demonstrate 
that Christianity has not civilised the Germans and that 
greater efforts are still needed to civilise man and raise 
him from the level of the animal. The people who died 
in the gas-chambers were martyrs who should stir the 
conscience of every decent individual. The children who 
die of leukzmia and nephritis stir the conscience of 
doctors to whom is given the honour of eradicating their 
martyrdom. When I was a student, I saw patients die 
of pernicious anzemia until Minot and Murphy discovered 
the efficacy of liver extract. And so we look forward to 
the discovery of the cure for cancer and the other at 
present incurable diseases. No-one knows why the whole 
of knowledge was not given to us at once, but we can 
recognise right strivings from wrong and join with our 
agnostic friends who derive their hope and help from 
other directions, to achieve happiness for mankind. 

Hull. L. I. Harpy. 


Sir,—At times, especially recently, I have felt inclined 
to doubt the mission of our profession ; it has seemed 
that we are all at sixes and sevens, with our eyes 
fixed only on the main chance. The correspondence in 
your journal, inspired by the Primate’s message to 
Birmingham medical students and Professor Platt’s 
comment on this, has resolved such doubts and I now 
feel that I can boast again that I am a citizen of no mean 
city. May we have ‘“ The Doctor’s Creed ’’ reprinted in 
toto, for surely it marks a very great occasion. It must 
be the first time that the medical profession have spoken 
with such unanimity, and it cannot be mere chance that 
this startling profession of faith comes just at a time when 
the discord among theologians is being so painfully 
revealed in a similar correspondence in the Times. 

PAUL GIBSON. 

*,.* This correspondence is now closed.—Eb. L. 
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Parliament 


Progress of Bills 


In the House of Lords on Nov. 22 the National Health 
Service (Amendment) Bill was considered on Report. 

The Royal Assent was given to the Nurses Bill by 
Royal Commission in the House of Lords on Nov. 24. 


QUESTION TIME 
How much are we Eating ? 


In answering questions Mr. JoHN StTrRacueEY, Minister of 
Food, said that for the whole of 1949 it was estimated that the 
per-capita consumption of fats, eggs, cheese, milk, tea, and 
bacon expressed as a percentage of pre-war consumption would 
be as follows: fats 98%, eggs 91%, cheese 110%, bacon 
49%, tea 87%, liquid milk 157%. These figures did not 
include the recent increases in the tea and bacon rations. 
The latest calorie figure available—for the year ended last 
June—was 2980 calories per head of the population per day, 
which was not significantly different from the pre-war figure 
of 3000 calories per head per day. The figures for the present 
rate of consumption, when they became available, might thus 
prove to be a significant number of calories above the 
pre-war figure. 

Research into Rheumatic Diseases 

Colonel M. Stoppart-Scorr asked the Lord President of 
the Council what medical research was being done by the 
Medical Research Council into the problem of the treatment, 
cure, prevention, and cause of rheumatism, which affected al- 
most 2 million of our people; and if he would state the number 
employed and the money expended yearly on this research.— 
Mr. H. Morrison replied: The Medical Research Council 
has a research unit which is at present wholly devoted to the 
study of acute rheumatism, and they are making substantial 
grants for the support of research on rheumatic diseases at 
various hospitals. In addition, they support much work on 
fundamental problems of endocrinology such as led in America 


’ to the discovery of Compound E (‘ Cortisone’). The annual 


expenditure by the council on these and allied problems has 
increased greatly since 1948 as a result of the new approach 
to the problem made possible by this discovery. Expendi- 
ture by the council on research limited to rheumatism was 
£1135 in 1946-47, £3800 in 1947-48, and £4810 in 1948-49. 
Reduction of Doctors’ Lists 

Mr. JoHN RANKIN asked the Secretary of State for Scotland 
what steps he proposed to take to reduce the maximum number 
of patients on a doctor’s list from 4000 to 3800 or some agieed 
smaller number.—Mr. ArtHuR WoopBurn replied: I am 
arranging to explore this possibility with the profession in 
Scotland. 


Shortage of Army Medical and Dental Officers 

Mr. T. L, Coe asked the Secretary of State for War if he 
was aware that the negligible entry into the Army of medical 
and dental officers made it difficult to maintain a satisfactory 
standard of efficiency in those branches of the Service; what 
steps were being taken to make conditions of service more 
attractive; and if he would increase the present rate of 
emoluments received by medical and dental officers in the 
Army, which compared unfavourably with those obtaining 
in the National Health Service.—Mr. MicuarL STEWART 
replied : The present shortage of medical and dental officers 
in the Army is well recognised. A joint investigation into 
the problem is being made by the three Service departments 
with the Ministry of Defence. 


Sickness Benefit 
Sir WaLpRon SmiTrHERS asked the Minister of National 
Insurance if the excessive resort to doctors in the National 
Health Service had been reflected in an excessive number of 
claims for sickness benefit.—Mr. JAMES GRIFFITHS replied : 
Close comparison ‘with the estimates in the Government 
Actuary’s report on the Bill will not be possible until adequate 
statistical material is available. Several- special inquiries 
have, however, been made and the information available 
gives me no reason to think that either the number or duration 
of claims to sickness benefit are in excess of what was expected. 

Capitation Fees 
Sir Ernest GRAHAM-LITTLE asked the Minister of Health 
if he was aware that the capitation grant varied between 
14s. 9d. and 17s. 10d. in different areas ; and what were the 
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reasons for this variation——Mr. ANEURIN BEVAN replied : 
The capitation payments in executive-council areas vary 
according to the amount of the local practitioner funds 
(which are proportionate to the number of persons on doctors’ 
lists in each area plus one-third of the number not on doctors’ 
lists there). and according to the first charges which are 
met from these funds. The method of distribution has been 
agreed with the medical profession. 





Operation Hours 


Lieut.-Colonel D. L. Lreron asked the Minister of Health 
by whom and in what hospitals orders had been issued limiting 
the use of operating-theatres to the hours 9 a.m. to 5.30-P.m@.— 
Mr Bevan replied: I am making inquiries.* 

Lieut.-Colonel Lripron: Does the Minister’s ore mean 
that Lord Horder has not yet had the courtesy or the courage 
to substantiate the allegation—(cries of ‘‘ Order ’’)—which 
in the absence of factual supporting evidence will be regarded 
as irresponsible and, possibly, even malicious ? Mr. Bevan : 
As far as I can make out—and I have made inquiries—we 
have received no information whatsoever from Lord Horder 
either before or since he made his statement. 

The SPEAKER said that the supplementary question was an 
attack on a member of the House of Lords and it should 
not have been made. It referred to a statement made in the 
press and there was no need in the question to mention any 
name at all. Hon. Members: Withdraw. Mr. Brvan, 
on a point of order, said the statement was made by a member 
of the House of Lords but not in his capacity as a member 
of the House of Lords. Could a Noble Lord make any state- 
ment he liked in any other capacity and claim immunity ? 
The SPEAKER: It was a very offensive supplementary 
question imputing malice and it is not in order for questions 
to be offensive. Mr. Bevan: Further to that point of order, 
[ would point out to you, Mr. Speaker, that the original 
statement complained of was exceedingly offensive. 

Mr. Witson Harris: Is it so unreasonable that what may 
be termed routine operations should be confined to these 
hours, provided that emergency operations can take place 
at any hour ? Mr. Bevan: There are many inquiries to make 
and there are thousands of hospitals. In the absence of any 
particular information I have now to circularise all the 
hospital management committees. Certainly, it is perfectly 
reasonable for operating-theatres to be closed during certain 
hours, if they are always available for emergency operations, 
but the implication here is a reflection on the National Health 
Service. Mr. Henry Strauss: Was not the original answer 
a perfectly proper one that the Minister was making inquiries, 
and is it not premature to say now whether this is substantiated 
or not ? Mr. Bevan: A responsible person, if he thought that 
this was being done, would have written to the Minister and 
given him the name of the hospital in order that he might 
make inquiries. Instead of that much anxiety, pain, and 
alarm have been unnecessarily given to many hundreds of 
thousands of people. 


Use of Penicillin 


Mr. S. T. SwInGLeR asked the Minister what instructions 
had been made by his department or by any regional hospital 
board to any hospital to reduce the use of penicillin on the 
ground of expense ; and if he would give an assurance that the 
use of drugs under the National Health Service lay entirely 
within the discretion of doctors.—Mr. Brvan replied: No 
such instruction has been issued either by me or by any 
regional hospital board and the matter is one entirely at the 
discretion of the doctor. Mr. Swineter: Will the Minister 
now request, very courteously, a member of the House of 
Lords either to substantiate or to have the common decency 
to withdraw his allegation ?--Mr. Bevan: I do not propose 
to enter into any commuaication with the noble Lord in this 
matter. If he will send me the precise information upon 
which he bases his very serious allegation, I will have inquiries 
made. In the absence of this information I can only ask the 
country to take no notice of such irresponsible statements. 


Course for Trade-union. Officers 


Mr. CuarLEs SmirH asked the Minister whether he had 
considered the correspondence forwarded to him by the 
hon. Member for Colchester indicating the refusal of a hos- 





lL. The _restrlotion of. the use of “ operating- theatres and ata 
prescriging of penicillin were mentioned by Lord Horder at the 
eoetia of the Fellowship for Freedom in Medicine, on Nov. 19. 
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pay to a member of the staff to attend a tentang course for 
trade-union officers ; and whether, in view of the importance 
of building up a staff consultative machine in the hospital 
service, he would circularise all committees advising them to 
look sympathetically on such applications. Mr. Brvan 
replied: Yes, Sir, and I am at present considering whether 
any more general advice to hospital management committees 
would be justified. 

Mr. Pamip Prratin: Can the Minister tell the House 
whether. any guidance has been given to hospital boards in 
connexion with facilitating trade-union recruitment of the 
nurses and staffs ? Mr. Bevan: There is no need for me to 
give general guidance in this matter at all. All the arrange- 
ments for the recruiting of trade-union membership are well 
known to the unions concerned. Mr. SmirH: As hospital - 
managements apparently do not recognise the desirability 
of setting up consultative machinery, and the necessity for 
this to be done by suitable people, who should be given an 
opportunity of having proper training for it, does the Minister 
really not think that some kind of indication from him is 
desirable on that point ? Mr. Bevan: As I said in my first 
answer, I am proposing to make inquiries to find out whether 
some general guidance ought to be given. 


New Tax on Prescriptions 


Sir THomas Moore asked the Minister if he had made an 
estimate of the extent to which the proposed ls. tax on 
National Health prescriptions would reduce the demand on 
doctors or, alternatively, increase the demand on chemists.— 
Mr. BEvAN replied: No, Sir. There is evidence of unnecessary 
resort to doctors and chemists which the proposed charge 
is intended to reduce, but I am unable to estimate the exact 
extent to which this is likely to take place. There is no 
reason why the proposed charge should increase the demand 
on chemists. 

Price of Drugs ) 


Mr. Prratin asked the Minister whether, in view. of the high 
prices charged for prescribed medicines and proprietary 
brands of medicines and with a view to saving Government 
expenditure, he would consider introducing measures to 
control the drug industry.—Mr. BEvaAN replied : The prescrib- 
ing of unnecessarily expensive drugs is being investigated by 
a joint committee of the Central and Scottish Health Services 
Councils and I am waiting for their report. 


Psychotic Children in Mental Hospitals 


Mr. V. J. Cottrns asked the Minister if he was aware that 
owing to lack of suitable accommodation a number of psychotic 
children were housed in the same wards as adult patients in 
mental hospitals within the South-Western hospital region ; 
and if, in his plans for dealing with this problem, he would 
have due regard for the desirability of providing the necessary 
accommodation on a regional basis.—Mr. BEvaAN replied: 
The South-Western regional hospital board have recently 
made a careful inquiry into the question of accommodation 
for child psychotics in their region and have been in consulta- 
tion with my officers about it. I am informed that there are 
now only three psychotic children in mental hospitals in the 
region and efforts are being made to remove them to other 
accommodation. The answer to the second part of the 
question is “ Yes.” We do not consider it desirable to have 
these children in mental homes for adults. 


Leprosy Treatment at Reigate 


Mr. G. C. ToucHE asked the Minister if he was aware that 
the use of the Reigate and Redhill Infectious Diseases Hospital 
for cases of leprosy would embarrass the Reigate borough 
council in the discharge of its statutory duties in connexion 
with the supervision and centrol of infectious diseases in the 
borough of Reigate unless adequate alternative hospital 
accommodation was provided; and if he would give an 
assurance that such accommodation would be available before 
the present isolation hospital was turned into a leper colony.— 
Mr. Bevan replied: Adequate alternative accommodation 
for cases of infectious disease already exists in other isolation 
hospitals in the area. 


Hospitals and Casualty Announcements 


Mr. Barnett JANNER asked the Minister whether he 
was aware that, following a bus accident in Twickenham 
recently which resulted in people being taken to the West 
Middlesex Hospital, the names of the injured were not released 
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to the newspapers until more than two hours had elapsed 
after admission ; and whether, in view of public anxiety over 
such accidents, he would ask all hospitals to give such 
information without delay.—Mr. Brvan replied: Full 
particulars were given to press representatives within half 
an hour after the last casualty was admitted to hospital. 
Hospitals have already been asked to give particulars of 
accident casualties to the press as quickly as possible. 


Replying to further questions Mr. Bevan said he thought 
it would be the view of everyone that it was desirable for 
relatives to hear of the accident first of all from the hospital 
and not read about it first in the press. He had no reason to 
suppose that the hospital had been at fault in any particular. 


Indeed there was every admiration for its administration. 


Constituents of the National Loaf 


Sir Ernest Granam-LiTTLe asked the Minister of Food 
what were the present constituents in the national loaf, and 
in what proportions they were supplied ; and what was the 
present subsidy in respect of bread as a single item.—Mr. 
Joun SrracHey replied: Not less than 87!/,% of the flour 
used in national bread must be national flour. Substances 
other than national flour which may be included in national 
bread are : 


Imported flour | Improvers of the nature of yeast food 
Oils and fats Any acid or acidic substances suitable for 
Water } regulating the acidity of the dough 
Salt | Potato and potato flour 

Yeast | Barm 


These materials are not supplied in any specified proportions 
but are obtained by bakers as required, subject only to a 
limitation as to the quantities of flour and oils and fats which 
may be purchased. 


The total subsidy on bread, including the flour and baking 
subsidies, is estimated approximately £64-1 million per annum 
for the current financial year, of which £8-4 million represents 
the subsidy payable to bakers. The total subsidy is equivalent 
to about 6d. on each 31/, lb. loaf. 


Public Health 


Water Softening 


A Ministry of Health committee whose report ! has 
appeared this week advises eventual extension of central 
water-softening schemes to all hard-water areas; and 
the committee has found no evidence that either hard or 
soft water is prejudicial to health. With some exceptions, 
central water softening is unlikely to benefit productive 
industry. Implementation of softening schemes will 
have to be deferred until economic conditions improve ; 
and at present money, labour, and materials available 
for the water industry should be devoted to ensuring 
that water is sufficient. 


Poliomyelitis 


During the week ended Nov. 19, notifications in 
England and Wales were: poliomyelitis 219 (293), 
polioencephalitis 7 (23). Figures for the previous week 
are shown in parentheses. The decline in incidence has 
been greater than in the previous week. Multiple cases 
were reported from the following counties : 

London 19 (47), Bedford 3 (1), Berkshire 5 (6), Buckingham 
3 (3), Cornwall 2 (3), Cumberland 3 (1), Durham 2 (1), Essex 
14 (18), Gloucester 8 (8), Hertford 4 (4), Kent 20 (22), Lan- 
caster 10 (24), Leicester 3 (6), Lincs, Lindsey 2 (8), Middlesex 
15 (15), Norfolk 3 (6), Northumberland 4 (6), Nottingham 4 
(2), Somerset 4 (4), Southampton 3 (9), Stafford 2 (3), Suffolk, 
East 2 (1), Surrey 6 (14), Sussex, East 4 (8), Warwick 13 (6), 
ae West Riding 32 (42), Glamorgan 10 (5), Monmouth 
2 (1). 

Typhoid Fever at Salford 


Up till Nov. 26 there had been 28 confirmed cases and 
6 cases not yet fully confirmed of infection with Salmonella 
typhi following meals taken at the Masonic Hall, Salford, 
before Nov. 7. There has been no death. 


1. Water Softening: Report of the Water Softening Subcommittee 
of the Central Advisory Water Committee. H.M. Stationery 
Office. Pp. 75. Is. 6d. 


PUBLIC HEALTH—-OBITUARY 


{[pgec. 3, 1949 


Obituary 


WILLIAM BRANDER 
M.D., CH.M. ABERD., M.R.C.P. 


Dr. William Brander was principal medical officer in 
charge of the general hospitals division of the London 
County Council from 1929 to 1936. He was an Aberdeen 
graduate, qualifying in 1901. While serving in Firvale 
Hospital, Sheffield, then a poor-law hospital, as a senior 
medical officer, he took his M.D. with highest honours in 
1910. The following year he became superintendent of 
Hackney Hospital, and in 1917 he obtained his CH.M. 
with distinction. 

During the years after the first world war the poor-law 
hospitals made rapid advances. Hackney Hospital under 
Brander was in the forefront of these changes, and in 
1929 he was chosen to help to mould the new municipal 
hospital service of London. What was required was for the 
reorganisation of the hospitals, which, under 25 different 
boards of guardians, had varied in size, in function, and 
in stage of development. He also had to deal with epilep- 
tic colonies and nurseries, the administration of the 
district medical work, and the medical services in the 
public-assistance institutions. Brander bore the brunt 
of this stupendous task, and there is little doubt that 
overstrenuous work contributed to his breakdown in 
health. 

Soon after his retirement he went to Egypt, and he 
was still there at the outbreak of war, when he found it 
impossible to return. During the war years he wandered 
over eastern Africa, from Egypt to the Cape and back 
again, in an unavailing search for a climate that would 
suit him and relieve his bronchitis and emphysema. 
After the war, as soon as circumstances permitted, he 
returned to this country; but his health obliged him 
to lead a quiet and retired life. 

A colleague writes: ‘‘ Brander was a good all-round 
doctor, and though much of his professional time was 
devoted to administrative problems he was a better and 
a wiser medical administrator because he had been a 
clinician. The interests of the patient were always his 
first interest, and he was especially concerned that the 
chronic sick should receive proper care and considera- 
tion. His opinions were formed slowly and hesitantly, 
but when formed they were sound and his advice was 
highly valued. As a man he was friendly, sympathetic, 
and generous, and he was a charming companion and a 
loyal and helpful colleague.” 

Dr. Brander died on Nov. 21, aged 73. He leaves a 
widow and a son. 


CHARLES ALBERT BENTLEY 
C.1.E., M.B. EDIN., M.D. CALCUTTA, D.T.M. & H., D.P.H. 


Prof. C. A. Bentley, who died on Nov. 23 at the age 
of 76, was an active worker in tropical public health and 
an authority on malaria. 

Educated at University College, Liverpool, at a time 
just before the foundation of the School of Tropical 
Medicine there, he continued his medical training at 
Edinburgh, where he graduated M.B. in 1898. After two 
years as a house-surgeon at the Southern Dispensary 
in Liverpool, he took up an appointment as a tea doctor 
in Assam, and as chief medical officer of the Empire 
India and Ceylon Tea Company soon made a name for 
himself as an investigator of tropical diseases. In 1901 
he showed that the troublesome complaint among the 
coolies known as ‘‘ ground itch ’’ was due to penetration 
of ankylostome larve, and two years later he recorded in 
cases of kala-azar the presence of the bodies recently 
identified by Leishman and by Donovan in patients with 
splenomegaly, and thus established the true nature of 
this deadly disease. S. R.C. recalls how, in 1907, because 
of his special local experience and recognised ability, 
Bentley was appointed to special duty under the govern- 
ment of India to investigate blackwater fever in the tea 
district known as the Duars where it was causing serious 
apprehension. ‘‘ It was here,” he remarks, ‘‘ that I was 
his companion in many adventurous expeditions to 
contact cases of this dreaded complaint.” 

It was perhaps as head of the Bombay inquiry, under- 
taken because malaria was being contracted ,on vessels 
touching at that port, that Bentley’s work became best 
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known. His monograph Malaria in Bombay City, which is 
still a classic, showed the unexpected way in which a great 
city of a million inhabitants permeated with malaria 
could be freed from the disease, as was indeed later 
achieved. As director of public health with the govern- 
ment of Bengal he worked strenuously at another great 
malaria problem—the control of malaria in the region of 
the dying rivers of Bengal. On his retirement from 
service in India he was appointed to the chair of hygiene 
in the Egyptian University at Cairo, which he held till 
1937. After returning to England he acted as medical 
officer of the child-welfare clinics at Wallington, Surrey, 
where he spent his retirement. 

Everything Bentley undertook he carried out with 
abounding enthusiasm and he never spared himself. A 
fluent writer, he published many papers and reports as 
director of public health, of which Malaria in Bengal 
(1916) and Malaria and Agriculture (1925) were out- 
standing. ‘‘ To his friends,’ S. R. C. adds, ‘‘ he was a 
charming and interesting companion and colleague. 
Considerate and understanding, he showed a generous 
disregard of trouble to himself when doing kindnesses 
to others. He had brought the same qualities to his work, 
taking an intense interest in the problems and troubles 
of the Indian coolies or villagers, so that he was persona 
grata and in his element among them.” 

In 1916 he received the Kaisar-i-Hind gold medal, and 
he was appointed C.1.E. in 1929. In 1931 the University 
of Calcutta conferred on him the honorary degree of M.D. 
On his retirement from his Egyptian chair he was made 
Commander of the Order of the Nile. He leaves a widow, 
two sons, and two daughters. 





Appointments 








O’NEILL, P. L., L.R.C.P.1., F.R.C.S.E., D.L.O.: ear, nose, and throat 
surgeon, north- west group of hospitals, Londonderry area 


Colonial — H 


GLYNN, W. A., M.R.C.S. : senior M.O., Nyasaland. 
ot alg J. K., M.B. Glasg., D.P.H., D.T.M. & H.: senior M.O., 
Uganda. 


McCaULey, M. L., B.A., M.B. Dubl. : senior M.O., Fiji. 

MacKIcuHan, I. W., M.B. Camb., D.T.M. & H.: senior M.O., Uganda. 

MCPHERSON, ms M.B., B.SC. Glasg., D.T.M. & H., D.M.R.E. : 
specialist radiologist, superscale grade B, Federation of 
Malaya. 

MourteEy, J. R. P., M.R.C.S. : 


M.O., Nigeria. 
PURNELL, R. H., 


M.B. Lond., F.R.C.S.E.: surgeon specialist, 


nzibar. 
RICHMOND, WILLIAM, M.B. Glasg. : M.O., silicosis bureau, Northern 








odesia. 
a H. G. H., B.A., B.M. Oxfd, D.T.M. & H.: senior M.O., 
ya. 
WILkiNs: VIOLET, M.B. Edin. : lady M.o., Nigeria. 
Witson, W. A., M.D. Lond., “DP. H., D.T.M. & H.: senior M.O., 
Uganda. 
Births, Marriages, and Deaths 
BIRTHS 
FRIDJHON. —On Nov. 15, in Manchester, the wife of Dr. C. Fridjhon 
—a daughter. 


GILCHRIST.—On Nov. 21, at Windsor, the wife of Mr. A. M. Gilchrist, 
-R.C.8.—a son. 
SCUDAMORE.—On Nov. 24, at Stapleford, Notts, the wife of Dr. T. O. 
Scudamore—a daughter. 


MARRIAGES 


SoLOMONS—EpGAR.—On Nov. 22, in London, ogy Eric Robert 
Solomons, ~ p., to Gillian Evaline Ruth Edga 

SruspBs—MITCHELL.—On Nov. 26, in London, R. “. Stubbs, M.B., 
to Mrs. F. RR Mitchell. 


DEATHS 


ALBINSON.—On Nov. 25, in Manchester, James Henry Albinson, 
M.B. Mane. 

BENTLEY.—On Nov. 23, at Carshalton, Charles Albert Bentley, 
C.LE., M.B. Edin., D.P.H., D.T.M. & H. 

Brown.—On. Nov. 20, Franci is Joseph Brown, M.R.C.8., lieut.- 
colonel, R.A.M.C. retd, 

McKIERNAN.—On Nov. 21, at Falmouth, Thomas Hugh Robinson 
McKiernan, B.A., M.B. Du bl. 

ue —On Nov. 23, Allan. Edward Mahood, M.B. R.U.I., F.R.C.S., 


Onn tn Noy. 28, in Edinburgh, John Orr, m.p. Edin., F.R.c.P.&. 

PARRY.—On Nov. 19, at Caermenai, Caernarvon, William Hilton 
Parry, M.C., M.B. Lpool. 

REEVE-FLAXMAN.— On yo 20, in London, Samuel Christopher 
Reeve-Flaxman, M.R.C.S., aged 69. 

SANDERS.—On Nov. 20, at Four Oaks, Warwickshire, Arthur 
Addison Sanders, 0.B.E., M.B. Birm., surgeon captain, R.N. retd. 

SrorrEy.—On Noy. 24, Bryan Hamilton Storey, M.R.c.s., aged 27. 

SULLIVAN.—On Novy. 23, at South Kirkby, Yorks, Edward James 
Holmes Sullivan, M.D. R.U.1., aged 90. 


Notes and News 


FIFTY YEARS OF TROPICAL MEDICINE AT LIVERPOOL 


On Nov. 22, when a gathering was held at the Liverpool 
School of Tropical Medicine to commemorate the 50th 
anniversary of its foundation, the Mary Kingsley medal was 
awarded to representatives of the families of those who had 
helped to found and to maintain the school, and also to 
scientists distinguished in the field of tropical medicine. 
These latter were Emeritus Prof. D. B. Blacklock, Prof. 
P. A. Buxton, F.R.s., Prof’'N. Hamilton Fairley, ¥.R.s., Dr. A. F. 
Mahaffy, Sir Philip Manson-Bahr, Sir Edward Mellanby, 
F.R.S., Prof. Jerome Rodhain (Antwerp), Dr. Paul F. Russell 
(U.S.A.), Prof. H. E. Shortt, Brigadier J. A. Sinton, F.R.s., 
Prof. N. H. Swellengrebel (Amsterdam), and Prof. W. H 
Taliaferro (U.S.A.). The medal was also conferred pos- 
thumously on Warrington Yorke. 

The origin of the school goes back to 1898 when Joseph 
Chamberlain, then Secretary of State for the Colonies, at the 
insistence of Sir Patrick Manson appealed to the country 
for the foundation of centres of study for tropical diseases 
able to undertake the training of doctors for service in the 
Colonial Empire. A number of commercial and medical 
interests in Liverpool met together on the initiative of Alfred 
Lewis Jones, who was then head of the Elder Dempster 
Line engaged in trading to West Africa. As a result the 
school began work in April, 1899, in the wards of the Liverpool 
Royal Southern Hospital, under the chairmanship of Alfred 
Jones, and with Rubert Boyce, professor of pathology in 
the then University College, as dean. One of the first 
members of the staff was Ronald Ross, who was appointed 
lecturer in tropical diseases. In 1905 a branch laboratory 
of the school was established at Manaos, on the Amazon, 
where research initially was concentrated on yellow fever. 
In 1921 a second laboratory was opened in Freetown, Sierra 
Leone, the funds being provided from a bequest by Sir Alfred 
Jones. Meanwhile the school had become intégrated with 
the University of Liverpool, and some members.of the staff 
were-appointed to newly founded university chairs. 

The activities of the school have steadily grown, and at 
present an enlarged staff is actively engaged in teaching and 
in research both in this country and overseas, and in the 
diagnosis and treatment of tropical diseases in this country. 
With half a century of substantial achievement behind it, 
including the work of men like Ross, Stephens, Warrington 
Yorke, Newstead, and Blacklock, there is every incentive to 
face the next half century with determination and confidence. 


THE DISTINCTION AWARDS 


In our leading article of Oct. 22 we wrote of the Spens 
Committee’s proposal ‘‘ that after a specialist had reached his 
maximum basic salary of £2500 (now £2750), his remuneration 
should cease to depend in any way on the length of his service, 
but that distinction awards, of three different grades, should 
be made to 34% of specialists selected . . . as exceptionally 
meritorious.’ This sentence has, we understand, been taken 
to imply that distinction awards can be made only to con- 
sultants who have reached the maximum basic salary of 
£2750. We must therefore make it clear that no such 
implication was intended. The summary of the Spens 
Committee’s recommendations says that “‘all specialists of 
staff status should be eligible for these distinction awards,” 
and one of the committee’s explicit objects was “‘ to ensure that 
in the lower age range also outstanding ability should be rewarded 
by remuneration in excess of the basic incremental scale ” 
{our italics]. 





University of Oxford 


On Nov. 19 the degree of D.M. was conferred in absence on 
W. B. Matthews. 


Scottish Conjoint Board 

The following candidates, having passed the final examina- 
tion, have been admitted to the licentiateship of the Royal 
Colleges of Physicians and Surgeons of Edinburgh and the 
Roya! Faculty of Physicians and Surgeons of Glasgow: 

A. R. Acton, D. J. M. Allan, Catherine Aicken, Eva'M. Bobasch, 
Mary Brannigan, E. G. Caira, Catherine Coneghan, W. K. Davidson, 
D. G. Davies, W. A. Dryburgh, Esin Anwana Esin, M. M. Ferris, 
Elizabeth M. Fulton, J. C. Gallagher, T. C. Glasgow, Jean M. 
Greenwood, W. T. G. Hathaway, E. H. Jacobs, J. M. King, 
Marjorie J. Lyon, M. B. McElroy, John McGlone, Barbara P. P. 
Melhuish, A. J. R. Milner, S. H. Morgenstern, Joan M. Ponsford, 
Margaret J. Sutton, G. A. Taylor, R. L. Volinsky. 


tr 


Alt 


1066 THE LANCET] 





NOTES AND NEWS—DIARY OF THE WEEK (pec. 3, 1949 





Paddington Green Hospital 


The board of governors of St. Mary’s Hospital, London, 
decided, at a meeting on Nov. 24, to ask the subcommittee 
on reorganisation and coérdination of services to reconsider 
their original proposals with a view to formulating a revised 
scheme which would provide for the retention of Paddington 
Green Hospital as a children’s hospital. 


Training of Psychiatric Registrars 

The North East Metropolitan regional hospital .board have 
approved a scheme to enable registrars in psychiatry to 
prepare for the diploma in psychological medicine. Training in 
clinical psychiatry will be carried out in the board’s own 
hospitals ; and opportunity will be provided for trainees to 
obtain additional instruction at the Maudsley Hospital, 
Denmark Hill, and at the Maida Vale Hospital for Nervous 
Diseases. The course, lasting three years, will include all 
branches of psychiatry and ancillary subjects. Trainees will 
be able to attend selected child psychiatric clinics of teaching 
standard. Arrangements will also be made for the secondment 
of students to a mental-deficiency institution, or, in the 
case of trainees working in mental-deficiency institutions, to 
a mental hospital. 


Society of Medical Officers of Health 

At this society’s annual dinner in London on Nov. 24, 
Sir Wilson Jameson heard warm tributes to his work as chief 
medical officer to the Ministry of Health—a post from which 
he is to retire next May. Prof. R. H. Parry said that medical 
officers of health felt “‘ an especial admiration for him, and it 
is not only the circulars he sends us”’; while Prof. Hilda 
Lloyd, president of the Royal College of Obstetricians and 
Gynecologists, spoke with pleasure of the honorary fellowship 
of the college which he had received. Mr. Aneurin Bevan 
described him as “ one of the very great public servants of 
Great Britain.” Mr. Bevan had learned by experience that 
usually the greater a man’s academic qualifications, the more 
remote he was from reality. But in Sir Wilson Jameson 
knowledge was matched by sagacity; he was one of the 
wisest men, and he was also extraordinarily amiable. 

Mr. Bevan, who was proposing the Society, pointed out 
that Sir Wilson, and also his successor, were former medical 
officers of health. He himself had spent seven years on a 
county council, where he had learned greatly to respect 
medical officers of health. In moments of candour he told 
clinicians that by and large the largest contributions had been 
made by the medical officer of health and the sanitary inspec- 
tor; but he did not wish to pursue this subject, which might 
lead him to one or two topics that he was anxious to avoid. 
He believed that the past four and a half years had been the 
most fertile in the history of public health in Britain. Some 
found difficulty in reconciling themselves to change ; but “I 
believe that as the years go by people will begin to wonder 
what they did without the health service.’”’ He fancied that 
the medical profession’s first gleeful anticipation of being 
rid of him was being replaced by a dawning apprehension. 
Was it perhaps that the profession preferred the devil it knew, 
or had it become masochistic ? There might even be a sense 
of nostalgia at his departure, and he looked forward to the 
time when the B.M.A. would send a round-robin to the Prime 
Minister of the day appealing for his recall to the Ministry of 
Health. 

In reply, Dr. H. C. Maurice Williams, the president, spoke 
ruefully of the small number of candidates for the p.P.H. and 
for posts in public health. It was the public-health officers 
who had appreciated the value of a comprehensive—and 
indeed of a full-time—medical service. Yet in the service 
preventive medicine took second place to curative medicine. 
“If we had had the wisdom to establish a Royal College of 
Preventive Medicine, we should have found ourselves in a 
much better position.”” Though some advocated regionalisa- 
tion, he personally hoped that public health would continue 
to be associated with local authorities, whose influence he 
had found stimulating. He hoped, too, that health centres 
would be instituted as quickly as possible, even in improvised 
buildings. Both Mr. Bevan and Sir Stafford Cripps were 
constantly in the thoughts of the medical officer of health— 
Mr. Bevan as the architect of the future structure, and 
Sir Stafford because of a sentiment aptly expressed in 
Chronicles : “* Behold, I say, how they reward us.” 

Professor Lloyd and Lord Kennet responded to the toast 
of The Guests proposed by Professor Parry, the immediate 
past-president. 


King Edward VII College, Singapore 


Dr. E. 8. Monteiro has age" appointed to the chair of 
clinical medicine, and Dr. G. A. Ransome to the chair of 
medicine. 


War Office 
Brigadier Thomas Young, 0.8.E., formerly director of 
medical services of the Far East Land Forces, has succeeded 


Brigadier A. E. Richmond, C.B.&., K.H.S., as director of Army 
health. 





Dr. Ludwig Guttmann has left for Israel where he is to 
spend three weeks advising the medical authorities of the 
government on the organisation of a centre for the treatment 
and rehabilitation of paraplegics. 

CoRRIGENDUM: Effect of the Head-down Position on the 
Circulation in Hypotensive States.—In the article of Nov. 19 
(p. 941) the authors’ appointments should read: A. J. P. 
Graham, lecturer in surgery for dental students; D. M. 
Douglas, reader in experimental surgery. 


Diary of the Week 


Ec. 4-10 








Monday, 5th 
UNIVERSITY OF LONDON 
5.30 P.M. (University College, W.C.1.) Prof. G. L. Brown, F.R.S8. 
Chance and Design in Physiological Research. (inemarenel 
lecture.) 
HUNTERIAN SOCIETY 
8.30 P.M. (Talbot Restaurant, London Wall, E.C.2.) Sir Horace 
Evans, Dr. Frankis Evans, Mr. A. Lawrence Abel: Assess- 
ment of Surgical Risk. 


Tuesday, 6th 


ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.1 
5 pM. Prof. W. H. Wynn: The Pestilences of War—6th to 
15th Century. (First FitzPatrick lecture.) 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5 p.m. Dr. I. Muende: Histopathology of the Skin. 
EDINBURGH Post-GRADUATE BOARD FOR MEDICINE 
5 P.M. (University New Buildings, gg Place.) Sir John 
Parkinson : Radiology of the Aorta. 
EUGENICS SOCIETY 
5.30 P.M. (Burlington House, Piccadilly, W.1.) Mr. L. F. 
Richardson, D.sc., F.R.S.: War and Eugenics. 


Wednesday, 7th 


HARVEIAN SOCIETY OF LONDON 
8.15 P.M. (s. Portland Place, W.1.) Dr. V. C. Medvei: Mental 
and Physical Effects of Pain. bed. Browne prize 


essay.) 
INSTITUTE OF PSYCHIATRY 
4.30 P.M. (Maudsley Hospital, S.E.5.) Dr. Erwin Stengel : 
Lecture-demonstration. 
ADLERIAN SOCIETY OF GREAT BRITAIN + 
8 p.m. Medical Section. (11, Chandos Street, W.1.) Dr. E. N 
Snowden : Instructional Group Psychotherapy. 
MEDICO-CHIRURGICAL SOCIETY OF wo aaa 
0 P.M. (Royal College of Surgeo 18, Nicolson Street.) 
Dr. aoe Lees : Syphilis the. * Historical and Social 
em. 


Thursday, 8th 


ROYAL COLLEGE OF PHYSICIANS 
5 P.M. Professor Wynn: The Pestilences of War—16th to 19th 
Century. (Last FitzPatrick lecture. ) 
RoyaL COLLEGE OF SuRGEONS, Lincoln’s Inn Fields, W.C.2 
3.45P.M. Mr. R. J. Last : The Knee-joint. (Arnott demonstration.) 
INSTITUTE OF PSYCHIATRY 
4.30 P.M. W. E. Le Gros Clark, F.R.8.: The So-called 
Rhinencephalon. 
Victor HORSLEY LECTURE 
5 em, a end, College Hospital Medical School, W.C.1.) 
ugh Cairns: Disturbances of Consciousness with 
Dieondens of the Brain-stem 
CIBA gg mw, 41, Portland Place, W.l 
5 p.M. Prof. E. C Dodds, F.R.S.: The Analogue as an Instrument 
in Biological Research. 
INSTITCTE OF DERMATOLOGY 
5p.M. Dr. R. T. Brain: Virus Diseases of the Skin. 
Sr. Grorcr’s HosprraL MEDICAL ScHOoOL, 8.W.1 
4.30 p.m. Dr. Desmond Curran: Psychiatry lecture-demonstra- 


tion. 
nore, Soret OF TROPICAL MEDICINE AND HYGIENE, 26, Portland 
ace, W. 
7.30 p.m. Dr. Michael Gelfand: Tropical Phlebitis and other 
Possibly Related ee Disorders of Tropical Africa. 
CHADWICK PUBLIC LECTU 
4.30 p.m. (St. Mary’s Hospital Medical School, W.2.) Dr. G. >. 
Dowling : Generalised Systemic Sclerosis (Progressiv: 
Symmetrical Scleroderma—Dermatomyositis). (Malcolm 
orris lecture.) 


Friday, 9th 
Maipa VALE HOspPiITAL FOR NERVOUS DISEASES, W.9 
5 p.m. Mr. V. Logue: Clinical demonstration. 


West KENT MEDICO-CHIRURGICAL SOCIETY 
8.30 p.m. (Miller General Hospital, S.E.10.) Mr. Philip Mitchiner : 


The Medical Tradition. (Purvis oration.) 
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<M YOCRISIN... 


injection of sodium aurothiomalate 


Rheumatoid Arthritis 


Although the scheme of treatment recommended for rheumatoid arthritis involves the 
use of a total of 0.5 gramme ‘Myocrisin’ given in 10 to 12 weekly injections, the use of 
extremely small doses of 0.001 gramme to 0.005 gramme is reported to be therapeutically 
effective and is indicated especially 1. for the treatment and desensitization of patients 
who have proved intolerant to the larger conventional doses. 2. to test tolerance, 

3. to treat patients who have exhibited a marked focal reaction. 

For the administration of these minute doses, an 


luti 1M ee ie ‘abl Supplies : 
aqueous solution of ‘Myocrisin' is now available aqueous solution in Ampoules of 
in ampoules of 0.001, 0.002 and 0.005 gramme. 0.001 gramme 0.02 gramme 


0.002 ,, 005. ,, 
OUR MEDICAL INFORMATION DIVISION aan mes 
WILL BE PLEASED TO SEND A COPY OF ‘ " . os 
THE MEDICAL BOOKLET ‘MYOCRISIN’ 0.01 vs 0.20 ,, 
ON REQUEST Singly or in boxes of 10 
rena Ae by sacl & BAKER LTD 48003XN 


distributors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 
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y IMALTO 


The Delicious, 

: Nourishing, 

| Energising, 
VITAMIN FOOD 
Al Product of the Ovaltine 


Research Laboratories 


sbi rnsouitiianes 


ECAUSE it incorporates important vita- 
mins in a form entirely pleasant and 
acceptable to every patient, ‘ Vimaltol’ 
presents special advantages to the physician. 


‘Vimaltol’ is made from specially prepared 
malt extract of high protein content, yeast— 
# one of the richest sources of vitamin B,— 
and Halibut Liver Oil, an important source 
of vitamins A and D. It is also fortified with 
additional vitamins and mineral salts, and is 
deliciously flavoured with orange juice. 


‘ Vimaltol’ is standardized to contain 
in each fluid ounce: 648 international 
units of vitamin A and 1390 of vitamin 
D; also 0°3 milligramme of vitamin B,, 
4 of Niacin (P.P. Vitamin) and 4°8 of 
Iron in a readily assimilable form. 


‘ Vimaltol’ is thus an important aid in the 
treatment of the many abnormal conditions 
resulting from the deficiency of one or more 
of the essential vitamins in the average 
everyday dietary. 


The routine use of ‘ Vimaltol’ helps normal 
development of the growing organism and 
the maintenance of correct metabolism, while 
raising the general resistance against infection. 


‘Vimaltol’ has thus a very wide application 
in general practice for patients of all ages. It 


can be prescribed with advantage at all 
seasons. 


A liberal supply for clinical trial sent free on request 


A. WANDER Ltd., Manufacturing Chemists 


42 Upper Grosvenor Street, Grosvenor Square, 
London W.1. 


Laboratories, Farms and Factory: 
King’s Langley, Herts. 
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A sterile technique allows 
POSITIVELY NO ADMITTANCE 
to the bacterial invader. 
In the operating theatre, surgeon and 
sister preserve meticulous asepsis of materials. 
Yet in this vital issue they are reliant upon the 
indispensable contribution of their invisible ally— 
the suture manufacturer. 
Modern production methods with scientific 
sterility control of every phase of manufacture merit their 
complete confidence in sterility of the suture. The sealed 
tube is the final guarantee. Once broken, the aseptic suture is 
brought safely into the theatre sterile technique. These things assured, 


the patient is secure with surgical skill in confident hands. 


STERILITY—VITAL AID TO SURGICAL SKILL 


ETHICON 


Cf ie, 
ZL yal wes WY AS? ¢ Jule red 
ALP 





MERSONS (SUTURES) LIMITED BANKHEAD AVENUE EDINBURGH 
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_ LONOON. 


Makers of 
AIR CUSHIONS + HOT WATER BOTTLES 
AIR & WATER BEDS + BED SHEETING 
ENEMAS—SYRINGES - BREAST RELIEVERS 
DRAINAGE TUBING + TEATS & VALVES 


and all types of SPECIAL SURGICAL APPLIANCES 
required by the Medical and Nursing professions. 


Supplies are ob ble from chemists 
and surgical instrument dealers 


Ingram’s specialities have been used by the Medical 
and Nursing professions 


for over 100 years! 
J. G. INGRAM & SON LTD 


The London India Rubber Works 
Hackney Wick, London, E.9 
































(HYPON TABLETS 





A BALANCED FORMULA PLUS. 


€ caffein and phenolphthalein 


In cases requiring continuous admin- 
istration of Codein compounds the 
general practitioner is often concerned 
by the SIDE EFFECTS of INTES- 
TINAL STASIS and MENTAL 
DEPRESSION. 


The inclusion of a fractional dose of 
Phenolphthalein ensures that the func- 
tion of the alimentary tract remains 
undisturbed, whilst the stimulating 
effect of Caffein counteracts depressive 
tendencies associated with Codein and 
Acetylsalicylic medication. 

HYPON TABLETS can be pre- 

scribed with confidence in all cases 
where an analgesic or antipyretic is 
indicated. 
FORMULA :— Acid = Acetylsalicyl. 
40.22%. Phenacet. 48.00%. Caffein. 
2.00%. Codein. Phosph. B.P. 0.99%. 
Phenolphthal. 1.04%. Excip. 7.75%. 
(Each tablet 8 grains.) 


Samples gladly sent on request. 


WRITE TO 





CALMIC LIMITED CREWE HALL CREWE 
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NO DISTRACTING 
SHADOWS... 
JUST THE RIGHT LIGHT 











Designed in collaboration with eminent medical 
authorities, our Operating Theatre Lamps give 
the good light which the surgeon requires for 
good work .... intense yet cool, penetrating yet 
diffused . .. . and shadowless. 

The optical arrangements are simple... . no 
complicated and fragile glass mirrors or lenses 
are used. Construction is extremely robust, and 
the design excludes dust and vapour and pro- 
vides strong suspension and finger-tip adjust- 
ment. Cost is low... . current consumption low. 
Standard Electric bulbs are used. May we send ° 
you full particulars ? 


SHADOWLESS LAMPS FOR THE OPERATING THEATRE 


Ceiling, Wall Bracket and Floor Stand Models Sizes 13 in., 20 in. and 28 in. 


KELVIN & HUGHES 


PRECISION INSTRUMENTS 


Kelvin & Hughes (Industrial) Limited * 2 Caxton Street * London * SW1 
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Purified 
Antigenic Fraction 
of Common House Dust 


Animportant advance in the treatment 
of allergic disorders. 

DOMOGEN DIAGNOSTIC : 

a 1 in 100,000 solution for the diagnosis of 
sensitivity to house dust. 5 ml. rubber- 
capped bottles. 

DOMOGEN THERAPEUTIC : 

a 1 in 1,000 solution for desensitisation. 
LIM ITED 10 ml. and 30 ml. rubber-capped bottles. 


EPARTMENT Literature,on application 


ox 0 to 0; 
TWAMES wouse.QveeN ST.PLACE | DUN CAN, FLOCKHART «CO. LTD, 


pon E.C4. 
eens 97st EDINBURGH LONDON» 
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JELONET is an improved non- 
adhesive, open-mesh dressing evenly 
and thoroughly saturated with 
leum jelly and 1% Balsam of 

eru. It is sterilized ready for use. 
When used as a dressing for shallow 
wounds or skin grafts its unique 
‘ventilating’ character provides opti- 
mum conditions for the delicate 
epithelium or transplanted graft. 


Jelonet is obtainable in tins contain- 
ing 36 cut pieces (3? x 33) or 8 yd. 
continuous strips. 

SPECIAL PRICES TO HOSPITALS 


JELONET 


RADE MARE 


PETROLEUM JELLY GAUZE DRESSING 


MADE IN ENGLAND BY T. J. SMITH & NEPHEW LTD., HULL. 








Spas 
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34/- 


THE SCOTTISH WIDOWS’ FUND has declared, 
for the 5 years, 1944-48, a reversionary bonus 
of 34/- per cent. per annum compound. 

The interim bonus for current claims will, for 
the present, be 32/- per cent. compound. 

Following the war-time declaration at the 
high rate of 30/-, the new bonus is a worthy 
addition to the Society’s Unique Record of bonuses. 
Ask, without obligation, for an example of a 
policy for yourself. 





Write to your Agent or to the Secretary 


SCOTTISH 
WIDOWS’ FUND 


Head Office : 
9 St. Andrew Square, Edinburgh, 2 
London Offices : 
28 Cornhill, E.C.3 17 Waterloo Place, $.W.1 

















L¥.o. 


Intermittent Venous Occlusion Apparatus 
(J. P. Shillingford) 
SILENT, PORTABLE, INEXPENSIVE 
Descriptive Pamphlet on application 
FOR DOMESTIC OR HOSPITAL TREATMENT 


3 


£30 


.. with ‘one \cuff 








SOLE SUPPLIERS 


DOWN BROS. and MAYER & PHELPSSLTD. 


Surgical Instrument Makers 








32-34, New Cavendish Street, London, W.1 

















‘If there’s one to spare, Nurse’ 





He knows what’s good for him when he’s 
feeling exhausted after a tiring day. He always 
says Bourn-vita’s ingredients— malt, cocoa, 
milk, sugar and eggs—are just right for soothing 
jangled nerves. That’s why he recommends 
Bourn-vita as a nightcap to his patients—it 
induces complete relaxation and leads to sound, 


health-giving sleep. 
CADBURY’S 


Bourn-vita 


for sleep and energy 
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From single-cell selection to large-scale production 


D.C.L. VITAMIN  B, 


is subjected to the strictest biological and chemical 





Vitamin B, (Pyridoxin) 25-50 micrograms per gram 


(3 D.C.L. Tablets equal 1 gram) 
Members of the medical profession are invited to write for full particulars 
and a trial supply 


THE DISTILLERS COMPANY LTD., EDINBURGH 


YEAST 


control. This special yeast contains approximately : 

Vitamin B, pen 300 International Unitg per gram (900 micrograms) 
Riboflavin ae 50 micrograms per gram 

Nicotinic Acid Eee 250-350 micrograms per gram 














A 


Have you had 
your copy of 


“SEVEN PILLARS or PRACTICE” 


—a helpful booklet available 
to all members of the medical 
profession. 





iy 
= 











If not, please write to 


THE MEDICAL SICKNESS, ANNUITY 
& LIFE ASSURANCE SOCIETY, LTD 
7, Cavendish Square, London, W.| 


(Tel. : LANgham 2992) 
referring to this advertisement 














A BOON TO CRIPPLES 
& RHEUMATIC SUBJECTS 


AN ELASTIC SHOE LACE WHICH PERMITS SHOES 
TO BE SLIPPED ON AND OFF LIKE SLIPPERS 


Soesi Surgical Expanding Laces are designed to enable patients to put on and 
take off shoes witi the minimum of effort without stooping and if necessary 
with only one hand. They combine the advantages of neatness, comfort and 
durability. Soesi Laces permit freer circulation and there are no ends to trip 
over. For malformed feet additional comfort is provided by the expanding 
nature of the lace. 


FREE. Tomembers of the medical profession a sample pair will be sent on 
application to the Manufacturers—please state colour and shoe size. 
Obtainable direct, price 9d. per pair (incl. P.T.), or from following agents :— 
John Brumfit Ltd., 40, Brompton Rd., S.W.3; A. P: Collis, 163, Regent St., 
W.1; Crick & Co., 65, Chancery Lane, W.C.2; A. J. Mathews, 71, Newman 
St., W.1. Also agents at Bath, Birmingham, Cardiff, Huddersfield, 
Liverpool, Shrewsbury and Southend-on-Sea. 


ES SH OE surGicat DEPT., SOESI LACE CO., 
LACES 78, UPPER RICHMOND RD., LONDON, S.W.15 


Nervous and 
Mental Disorders 


St. John of God Hospital is conveniently 
situated on the main Dublin-Bray Road, 5 
miles from the City. Every form of modern 
treatment. ELECTRICAL CONVULSIVE 
THERAPY (with Curare if necessary), INSU- 
* LIN COMA UNIT, MODIFIED INSULIN, 
PROLONGED NARCOSIS, PSYCHO- 
THERAPY, PREFRONTAL _ LEUCOTOMY, 
OCCUPATIONAL THERAPY, RECREA- 
TIONAL THERAPY, STAFF QF 
REGULARLY VISITING CONSULTANTS. 


Fully trained Nursing Staff of 
Brothers of St. John of God. 
Dietitian. Resident Chaplain. 
Out-Patient Department. Male 
Patients only. Terms on application. 
Address enquiries to: 
The Resident Medical Superintendent 


St. Jéhn of God 


Stillorgan, Co. Dublin 
"Phone 82043. 


The Hospital can cater only for patients in Ireland 





THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester. Fully equipped for the treatment 
of all forms of Tuberculosis. 

Terms : from 9 guineas per week 
Full particulars from MEDICAL SUPERINTENDENT, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCESTER. 
Teleph : Wi be 2181 Telegrams: ‘‘Hoffman, Birdlip” 








PUCKLE HILL HOUSE 
VOCATIONAL TRAINING COLLEGE 


for the Cerebral Palsied (Spastic Paralysis) offers a resi- 
dential training in gardening, poultry keeping, domestic 
science and various crafts. Students are admitted from 
14 years, and those suffering from allied handicaps will 
be considered. 

For Prospectus apply to the Principal, Puckle Hill 








House, Shorne, near Gravesend Kent. 
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ST. ANDREW’S HOSPITAL sentat visorpers 
NORTHAMPTON 


PRESIDENT: THE Most Hon. THE MARQUESS OF EXETER, K.G., O©.M.G., A.D.C. 


MEDICAL SUPERINTENDENT : 


THOMAS TENNENT, M.D., F.8.0.P.,. D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 


incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary 


patients, and certified patients 


of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with al] the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 


can be provided. 


etc. There is an Operating Theatre, a Dental Surgery, an X 


-ray Room, an Ultraviolet Apparatus, and a Department for 


Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 


growing. 


is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey 


. 


‘ 
ounds, lawn tennis courts (grass and hard 


courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen re their own gardens, and facilities are 


provided for handicrafts, such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 


can be seen in London by appointment. 





CHEADLE ROYAL CHEADLE | Tieiniior the ‘renner and ‘re of pacer, bam 


A Registered Hospital for MENTAL DISEASES and its 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. 
For Terms and further information apply to the MEDICAL SUPERINTENDENT 


Wales 


sexes suffering from MENTAL and NERVOUS DISEASES. 
The Hospital is governed by a Committee appointed by 


Trustees. 
VOLUNTARY, TEMPORARY, AND CERTIFIED PATIENTS 
RECEIVED 


Telephone : GATLEY 2231 





THE OLD MANOR, 


Telephone { 
3216 & 3217 


SALISBURY 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 
Extensive Grounds. Detached Villas. Chapel. Garden Produce from own gardens. Terms very moderate. 
CONVALESCENT HOME AT BOURNEMOUTH 
standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. Patients or Boarders may visit the 
Home by arrangement. 
illustrated Brochure on application to the MEDICAL SUPERINTENDENT, The Old Manor, Salisbury 





SMEDLEY’S HYDRO 


MATLOCK, DERBYSHIRE 
No Branch Establishments Established 1853 
Consulting Physician : H. Rays Davies, M.A., M.D. 
Resident Physician : R. F, O’T, Dickinson, M.B., B.Ch., D.P.H. 
A COMPLETE SUITE OF BATHS—including separate Turkish and 
Russian Baths for Ladies and for Gentlemen, Aix Douches, Vichy Douches, 
and full Electric Installation for Baths and Medical purposes. 
INFRA-RED LIGHT, Etc. 
PLOMBIERES TREATMENT 
ULTRA THERM, INDUCTO- 
THERM, DIATHERMY 
HIGH-FREQUENCY 
PARAFFIN WAX BATHS 
S provision for Invalids, Milk from own Farm. Two 
evators. Electric Light. Night attendance. Rooms well ventilated 
and all Bedrooms warmed throughout the Establishment. Large Winter 
Garden, Extensive Pleasure Grounds. Matlock Golf Links, 18 holes, 
within easy distance. A large staff (over 40) of Male and Female 
Attendants, Masseurs, and Bath Attendants. 
A nursing unit is now open for the reception of cases requiring skilled nursing, 
or con ing from recent illness or operation. This is under the super- 
vision of qualified staff and attention is available day and night. 
Admission may be arranged through the GC Iting Physician, from whom 
any further in’ tion required is available. 
Prospectus and full particulars on applicati 
Inclusive Terms from 21s. per day 
Telegrams : ** Smedleys Matlock " Telephone : Matlock 17 (5 lines) 


DOWSING RADIANT HEAT 
SUNRAY BATH 








NORMANSFIELD, TEDDINGTON, MIDDLESEX 
A PRIVATE HOME for care and training of MENTAL 
DEFECTIVES of all ages of either sex. Separate homes for 
nigher grade patients. 
Apply Dr. LANGDON-DOWN. 
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NORTHUMBERLAND HOUSE 
Green Lanes, Finsbury Park, N.4 


A PRIVATE HOSPITAL for the treatment of mental and nervous ill- 
nesses. Conveniently situated and easy of access from all parts. 
Six acres of ground, facing Finsbury Park. Voluntary and Tem- 
po Patients received without certification. Insulin Coma Unit. 
ho, Group Psychotherapy. Trained Resident and Visiting Staff. 
Telephone: STAmford Hill 7866/7 (2 lines) 
Telegrams: ‘‘ Subsidiary, London.” 
Medical Superintendent : ROBERT M. RicGaLL, Member, British 
Psycho-Analytical Society. 


HENSOL NURSING HOME 


PRIVATE HOUSE NURSING HOME (Registered). Resident 
Medical man and wife Six medical patients received. Day 
and night nurses. Very comfortable and quiet. H.&c. in bed- 
rooms. Large sitting-rooms. Private garden. Own poultry. 
Beautiful country. Shops 4, London 40 mifiutes. Consultants 
and other medicals welcome to visit their own patients. 


Write, Hensol Nursing Home, Chorley Wood, Herts (Phone 24) 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 











A Private Home for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes, 

A modern country house, 12 miles from Marble Arch, in 
attractive secluded grounds. Fees from 10 guineas per 
week inclusive. Patients treated under Certificate, im esd 
or Voluntary status. odern forms of treatment, inc ss 
archery, narco-analysis, modified insulin, occupationa: 

erapy, E.C.T., eto. 

Separate house in six acres of grounds nearby for convalescent 
patients. DOUGLAS MACAULAY, M.D., D.P.M. 
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PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 





Telephone : Rodney 2641, 2642 . 


Telegrams : “‘ Alleviated, London”’ 


A Private Hospital for the investigation and modern treatment of Nervous and Mental Illness. E.C.T., 
Electro-narcosis. Deep InsulinComa Unit. Individual Psychotherapy in suitable cases. Out-patient E.C.T. can 


be arranged. 


Further information can be obtained from the Physician-Superintendent. 








CALDECOTE HALE alcoholism & Neurosis 


NUNEATON, WARWICKSHIRE 


Illustrated Brochure from Resident Medical Superintendent, A. E. CARVER, M.D., D.P.M. 


Beautifully situated country mansion in Warwickshire 
Extensive grounds for the therapeutic occupations 


See Medical Directory, page 2573 


Phone : Nuneaton 284! 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


4 well-appointed House with spacious balconies and extensive views of the South Devon Coast. 


Beautiful garden and own dairy in 35 acres 


In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D.,B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental Illness. All forms of 

treatment available. Fees from 5 gns. per week upwards, according to 

requirements. Vacancies occasionally exist at reduced fees on the 
recommendation of the patient’s own physician 


Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


UNIVERSITY EXAMINATION 
POSTAL INSTITUTION 


17, RED LION SQUARE, LONDON, W.C.I 
G. E. OATES, M.D., M.R.C.P. Lond. 


POSTAL COACHING FOR ALL 
MEDICAL EXAMINATIONS 


PROSPECTUS, LIST OF TUTORS, Etc., L 


application to the Secretary. U.E.P.1., 17, Red Lion Square, London, W.0.1 
m ae: HOLborn 6313) 

















Academic and Educational 


EXAMINING BOARD IN ENGLAND 





by the 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 
and the 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


commence on the date stated below :— 


CERTIFICATE AND DIPLOMA IN PUBLIC HEALTH 
Friday, 30th December 

Candidates who have fulfilled the necessary conditions and 
whe desire to present themselves for examination must give 
notice in writing to the Secretary, Examination Hall, 8-11, 
Queen-square, London, W.C.1, at least 21 days before the date 
of the Examination, transmitting at the same time such certi- 
ficates as may be required by the regulations of the Board, 
together with the amount of the fee due. Applications for 
the Final are due at the same time as those for the Preliminary. 

F. M. STENT, Secretary. 


TUBERCULOSIS EDUCATIONAL INSTITUTE 
A 3-day CLINICAL COURSE will be held at King Geerge V 
Sanatorium, Godalming, Surrey, on the 24TH, 25TH, and 26TH 
JANUARY, 1950. 
Applications for further information and enrolment should 
be sent to the Secretary, Tuberculosis Educational Institute, 
Tavistock House North, Tavistock-square, London, W.C.1. 


SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA IN INDUSTRIAL HEALTH 
The next Examination will begin on MONDAY, 5TH DECEMBER, 
1949. The following Examination Will be held in July, 1950. 


For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 





ROYAL COLLEGE OF SURGEONS OF ENGLAND 
RESEARCH FELLOWSHIP 

A Laming Evans Research Fellowship will shortly be awarded 
by the Royal College of Surgeons of England. 

The Fellowship is of the annual value of about £600, tenable 
for 1 year in the first instance, but renewable up to 3 years at 
the discretion of the Council, 

Fellows may be Male or Female, and must hold g medical 
qualification registrable in the United Kingdom or a wiversity 
degree (not necessarily medical). " 

Fellows must devote themselves to research in orthopslic 
surgery. 

Applications should state where it is proposed to carry out 
the research and whether it is desired that the College should 
provide facilities. 

Applications, stating the nature of the proposed research and 
accompanied by a recommendation from a member of the staff 
of the applicant’s medical school or university, should be sent 
to the Secretary, Royal College of Surgeons, Lincoln’s Inn-fields, 
W.C.2, on or before 16th December, 1949. 

KENNEDY CASSELS, Secretary. 
McGILL UNIVERSITY 
TRAINING IN ANAESTHESIA 
Courses :— 
1. For General Practitioners. 
2. For requirements of American Board and Canadian 
Certification. 
3. For University Diploma. 

Apply : WESLEY BOURNE, Professor of Anssthesia, McGill 
University, Montreal, 2, Canada. 

NEUROLOGICAL POSTGRADUATE TEACHING 
MAIDA VALE HOSPITAL MEDICAL SCHOOL, MAIDA VALE, W.9 
WINTER SESSION : 2ND JANUARY—31ST MARCH, 1950 

Inpatient practice open to a limited number of postgraduate 
clinical clerks. Ward teaching rounds, and demonstrations in 
the Pathological and other Special Departments. 

Outpatient practice Tuesdays and Thursdays, 10 a.m. 

Clinical demonstrations (12) Fridays weekly 5 P.M. 

For particulars of enrolment and fees apply by letter to the 
Dean, Maida Vale Hospital. 

WESTMINSTER MEDICAL SCHOOL 
(UNIVERSITY OF LONDON) 





A course for F.R.C.S. (FINAL) candidates will be held at 
Westminster Hospital, The Gordon Hospital, All Saints’ Hos- 
pital, and Westminster Children’s Hospital from 6TH MARCH-— 
28TH APRIL, 1950 (dates subject to alteration). The course will 
include lectures, clinical demonstrations, tutorial classes, and 
operative surgery classes. 

It will be limited to 20 postgraduates. Fee £52 10s. 

Applications for further information and for enrolment should 
be addressed to the Secretary, Westminster Medical School, 
Horseferry-road, S.W.1, as soon as possible. 


CHURCHES’ COUNCIL OF HEALING 
(Originally founded by Archbishop Temple) 





The third of a series of 6 monthly Lectures on HEALTH AND 
HEALING will be given at Friends House, Euston-road, N.W.1, 
On WEDNESDAY, 14TH DECEMBER, at 7 P.M., when Dr. GILBERT 
BODLEY Scorr will speak on 

** Beyond Medical Science.” 

You are invited. 

N.B.—The next lecture, on 11th January, at 7 P.M., will be 
given by Dr. C. M. Billington. 
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INSTITUTE OF UROLOGY 
in association with 
ST. PETER’S AND ) ST. PAUL'S HOSPITALS 





POSTGRADUATE COURSE OF UROLOGICAL INSTRUCTION 
17TH JANUARY, 1950—-25TH APRIL, 1950 
The course will include systematic lectures covering the whole 
subject of urology, outpatient sessions, ward visits, operation 
sessions, and tutorial demonstrations. All postgraduates taking 
the course are expected to attend lectures, and may attend 
all tutorial demonstrations. They will be allotted individually 
to outpatient sessions, ward visits, and operation sessions. 
The fee for this course is 18 guineas, payable in advance. 
Applications should be made to the House ae 
St. Peter’s Hospital, Henrietta-street, London, W.C.‘ 
Lectures will be held at 5 P.M. 


POSTGRADUATE COURSE IN VENEREOLOGY 
10TH JANUARY, 1950—-1ST May, 1950 

The course will include systematic lectures covering the whole 
subject of venereology, outpatient sessions, ward visits, labora- 
tory instruction, and tutorial demonstrations. Students will 
be allotted by groups to outpatient sessions and ward visits. 

The fee for this course is 20 guineas, payable with application. 

Applications to the House er, St. Peter’s Hospital, 
Henrietta-street, London, W.C.2 

THE BERKELEY "FELLOWSHIP 
(Founded in memory of the late Sir G. H. A. Comyns Berkeley 
and his wife, Ethel Rose Berkeley) 

Applications from graduates in medicine of the Middlesex 
Hospital Medical School are invited for the Berkeley Fellowship. 
Candidates should be under 35 years of age. Salary £600 p.a., 
with certain extra allowances for travelling and research. The 
Fellowship is tenable normally for 1 year, but applications for 
renewal will be considered. 

Applications should reach the Dean of the Middlesex Hospital 
Medical School by first post, 9th January, 1950. Broad outline 
of the programme of work or proposed itinerary, together with 
an estimate of cost, should be submitted with the application. 

The Berkeley Fellowship was founded under the Will of the 
late Sir G. H. A. Comyns Berkeley to provide research and 
travel facilities to a person elected jointly by the Master and 
Fellows of Gonville and Caius College, Cambridge, and the 
Council of the Middlesex Hospital Medical School. Under the 
terms of the bequest, medical centres in any part of the world 
may be visited, with the exception of Oxford or Cambridge. 
UNIVERSITY OF LONDON. Institute of Child Health. Assistant 
TO THE NUFFIELD PROFESSOR. The Committee of 
Management is poe to receive applications from duly 
registered medical practitioners for a whole-time non-resident 
Assistantship. Salary £1300 p.a., rising by £100 to £1500. 
The Assistant eng will work mainly at the Queen Elizabeth 
Hospital for Children, under the supervision of the Hospital 
staff, but in addition there will be 1 or 2 sessions weekly at 
The Hospital for Sick Children, Great Ormond-street. The 
Assistant will be under the general direction of the Professor of 
Child Health. Duties will include teaching as well as clinical 
work, and research work will be expected. Appointment will, in 
the first instance, be tenable for 1 year, but renewable up to a 
maximum of 3 years. The candidate will be required to take 
up his or her duties as soon as possible after appointment. 

Applications, giving full details of previous experience and 
with names of 3 referees, must be received by undersigned at the 
Institute of Child He alth, The Hospital for Sick Children, Great 
Ormond-street, London, W.C.1, by a December, 1949. 

H. NrEwns, Dean. 
UNIVERSITY OF LONDON. The Senate invite applications 
for the CHAIR OF MEDICINE tenable at University College 
Hospital Medical School. Salary within the range £2250-£2750 





a year. ‘ ‘ 
Apple ations (10 copies) must be received not later than 
25th January, 1950, by the Academic Registrar, University of 


London, Senate House, W.C.1, from whom further particulars 
should be obtained. 

UNIVERSITY OF GLASGOW. Applications invited for appoint- 
ment as LECTURER IN PATHOLOGICAL BIOCHEMISTRY 
at the Royal Infirmary, Glasgow. Appointment will be whole- 
time. Non-medically qualified. Salary on scale £500-£1100. 
* Efficiency ”’ bar at £800. 

Applications (16 copies), with names of 3 referees, should 
be lodged by 31st December, 1949, with undersigned, from whom 
further particulars may be obtained. 

Rost. T. HUTCHESON, Secretary of University Court. 
THE SOUTH AFRICAN INSTITUTE FOR MEDICAL RESEARCH, 
JOHANNESBURG. Clinical Pathologists. Applications invited 
for the following appointments to the Routine Laboratories of 
above institute : 

(1) SUPERINTENDENT of the Routine Laboratories. 
The medical officer required for this post should have had a 
wide technical experience and be competent to organise and 
coordinate the work of the various departments, and to control 
staff. Facilities are available for the pursuance and encourage- 
ment of research problems as they may arise. Salary on scale 
of £2250-£2500. 

(II) BIOCHEMIST. (III) PARASITOLOGIST. 

The officer appointed to either post must be either medically 
qualified or hold a doctorate in science, and have had special 
training and experience. Salary on scale £1000-£100-£1400, 
plus a variable cost-of- living allowance which is at present 
£156 p.a. 

Membership of the staff provident fund is compulsory in 
all cases and a certificate of sound health will be required. 
First-class passage by rail and sea will be provided. Facilities and 
staff for research in addition to routine activities are available. 

Applications should. be submitted to the Director, S.A. 
Institute for Medical Research, P.O. Box 1038, Johannesburg, 
South Africa. 
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THE UNIVERSITY OF BIRMINGHAM. Faculty of Medicine. 
Applications invited for appointment of a Whole-time 
LECTURER (grade II) in the Department of Surgery. Duties 
will involve teaching and research and will include clinical 
work at the Queen Elizabeth Hospital under the ditevtion of 
the Professor of Surgery. Candidates must be medically qualifiea 
and be on the Medical Register. They should be Fellows of one 
of the Royal Colleges of Surgeons, and should possess sufficient 
clinical experience to carry out the duties of a Senior Registrar. 
Salary from £1000-£1500, according to experience. 

Applications (6 copies), with names of 3 referees, should be 
sent to undersigned within a atte: of the appearance of this 
advertisement. G. Burton, Sec retary. 

The University, Edmund-street, BD Rho 3. 

CHARKING CROSS HOSPITAL MEDICAL SCHOOL, 62, Chandos- 
place, W.C.2. Applications invited from medically qualified 
Women candidates for post of DEMONSTRATOR IN ANA- 
TOMY, vacant Ist January, 1950. Salary £600 p.a. 

Further details and forms of application obtainable from the 

Secretary. 
ST. JOHN’S COLLEGE, Oxford. The College proposes shortly 
to proceed with an election, if a suitable candidate presents 
himself, of an official FELLOW AND LECTURER IN 
PHYSIOLOGY. Candidates who must be medically qualified 
at the time of election will be expected to have the supervision 
of the preclinical work of undergraduates of the College for the 
Medical School, and primarily be responsible for the teaching of 
the Final Honour School of Physiology. Initial salary offered 
will be not less than £600 p.a. and fixed according to age and 
experience. The Fellow elected will be entitled to the usual 
allowances. 

Applications should be made to the President (from whom 
further particulars may be obtained) by 15th February, 1950, 
and should be accompanied by a statement of qualifications 
and names of 3 persons to whom reference can be made. The 
person elected will be expected to take up his duties, if possible, 
on the lst October, 1950. ‘ 





Hospital Services : Senior Appointments 


FRENCH HOSPITAL AND DISPENSARY, 
avenue, W.C.2. Applications invited for following posts :— 

HONORARY PHYSICIAN to Outpatients (the present 
Physician to Outpatients is not applying for the post). Candi- 
dates must be university graduates in medicine and Members 
= oa" of the Royal College of Physicians and speak French 

uently 

Post vacant 15th December next, so that applications should 
be sent in as soon after that date as possible. 

ORTHOPEDIC SURGEON with charge of beds. A higher 
surgical qualification and a working knowledge of the French 
language are essential. 

Applications should be sent, with names of 3 referees, by 

15th December, to J. KNECHT, Secretary. 
HOSPITALS FOR DISEASES OF THE CHEST. Applications 
invited for post of ASSISTANT SURGEON to the Throat and 
Ear Department at Brompton Hospital, in accordance with the 
terms and conditions of service of hospital medical and dental 
staff. Duties will include conducting outpatient clinics and 
operating sessions, requiring approximately 7 hours per week. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should reach undersigned by 31st December, 
1949. Canvassing of members of the Board or Advisory 
Appointments Committee will lead to disqualification. 

Brompton Hospital, S.W.3. F. G. Rouvray, Secretary. 
HOSPITALS FOR DISEASES OF THE CHEST. The Board of 
Governors propose to establish a Department of Industrial 
Pulmonary Diseases and invite applications for post of 
PHYSICIAN IN CHARGE of this department, in accordance 
with the terms and conditions of service of hospital medical and 
dental staff. Duties will include conducting outpatients clinics 
and charge of beds at Brompton Hospital and the London 
Chest Hospital, requiring approximately 7 hours per week, and 
the post will be associated with the work of the Institute of 
Diseases of the Chest. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should reach a from whom further 
particulars may be obtained, by 3lst December, 1949. Can- 
vassing of members of the Board or Advisory Appointments 
Committee will lead to disqualification. 

Brompton Hospital, S.W.3. F. G. Rouvray, Secretary. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, Grove End- 
road, N.W.8. Applications invited for post of HONORARY 
DERMATOLOGIST. Prospective candidates for the post 
should be Fellows or Members of the Royal College of Physicians 
of London or hold the M.D. degree of a recognised university. 

Applications (3 copies) should be sent to undersigned on or 
before 31st December, 1949. Testimonials are not required but 
names of 3 persons willing to act as referees should be furnished. 

Sister Mary CLaRB, Secretary. 
ROYAL FREE HOSPITAL, Gray’s Inn-road, W.C.1. Applications 
invited for appointment of NEUROLOGIST to the Royal Free 
Hospital (Consultant status). Part-time appointment, 2 or 3 
sessions per week. 

Applications (50 copies), with names of 3 referees, should be 
sent to the Secretary to the Board of Governors, The Royal 
Free Hospital, Gray’s Inn-road, W.C.1, by 23rd Dec ember, 1949, 
ST. BARTHOLOMEW’S HOSPITAL, E.C.I. Part-time Senior 
HOSPITAL MEDICAL OFFICER, or SENIOR REGISTRAR, 
or REGISTRAR required as Refraction Officer, to work on 
2 afternoons a week (Mondays and Thursdays). Appointment 
for 1 year from Ist January, 1950, with eligibility for annual 
re-election. Salary according to the Ministry of Health’s scale. 

Applications, with names of 3 referees, should be submitted 
to undersigned by 17th December, 1949. 

C. C. CARUS-WILSON, Clerk to the Governors. 





172, Shaftesbury- 














je. 


1is 


2S~ 


nal 


om 
50, 
ns 
‘he 
le, 


pnior 
LAR, 
kK on 
ment 
nual 
cale. 
itted 


rs. 








THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[Dec. 3, 1949 





Provincial 

BENENDEN. NATIONAL SANATORIUM, Benenden, Cran- 
BROOK, KENT. Applications invited from registered medical 
practitioners for post of CHIEF MEDICAL OFFICER. This 
Sanatorium is independent of the Health Service and patients 
are drawn entirely from the Civil Service. There are at present 
154 Beds for pulmonary tuberculosis and further extensions to 
about 200 Beds are contemplated. The Sanatorium is an 
affiliated training school for the Preliminary Examination and 
for the B.T.A. Certificate. Applicants should have a wide experi- 
ence of modern methods of the treatment of tuberculosis. The 
Chief Medical Officer’s duties are confined to the treatment and 
care of patients at the Sanatorium. There are 2 Assistant 
Medical Officers. The administrative side of the $ Sanatorium is 
under separate control. Salary scale £1300—-£50-£1750 p.a. 
(position on scale determined by the age of the person appointed). 
Superannuation is under the F.S.S.N.H.O. An attractive 
4-bedroom period house, equipped with modern conveniences, 
including central heating, garden, and detached garage, available 
at an inclusive rental of £130 p.a. 

Applications, stating age, nationality, and qualifications, 

with details of present and previous appointments, with copies 
of 3 recent testimonials, to be sent to the Secretary by 31st 
December, 1949. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
Applications invited for eu ae nt of Part-time CONSUL- 
TANT PHYSICIAN/PSYCHIATRIST as Senior Officer in 
Psychiatry to above Teaching Heowital Group. Candidates must 
possess a D.P.M., and be a Member of the Royal College of 
Physicians (London). It is anticipated that appointee to this 
post will later be appointed as the head of the section of psychi- 
atry in the Department of Neurological Studies, University of 
Birmingham.. The officer appointed will be required to devote 
the major portion of his time to the Hospital, on the basis of 
@ maximum of 9 sessions per week. He will have charge of 
beds, the majority of which will be at the Midland Nerve 
Hospital, but he will be expected also to work in the other 
hospitals in the Group. Appointment which will be made by the 
Board of Governors in accordance with National Health Service 
Regulations S.I. 1416, 1948, will be held on the terms and 
conditions of service of hospital medical and dental staff (England 
and Wales). 

Applications, stating date of birth, nationality, full details 
of qualifications with dates, and experience, with 1-3 recent 
testimonials, should be sent to undersigned (from whom all 
further information may be obtained). Closing date 2nd January, 
1950. Canvassing of Members of the Board or of the Advisory 
Appointments Committee will lead to disqualification. 

G. Hurrorp, Secretary, United Birmingham Hospitals. 

The Queen Elizabeth Hospital, Birmingham, 15. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. Applications 
invited for following Consultant appointments :— 

CHEST PHYSICIANS (whole-time) to take administrative 
and clinical charge of the chest clinic services in the following 
areas :— 

(a) Great Yarmouth and Lowestoft area. This comprises the 
County Borough of Great Yarmouth, the Borough of Lowestoft, 
and the adjoining areas of Norfolk and East Suffolk. 

(b) Huntingdonshire and Isle of Ely area. This comprises the 
major portions of Huntingdonshire and the Isle of Ely. The 
main clinics are at the Huntingdon and Doddington Hospitals, 
with sub-clinics at March, Ely, and the North Cambridgeshire 
Hospital, Wisbech. 

Candidates should have had previous experience of chest 
clinic work and have a wide knowledge of the diagnosis and 
treatment of chest diseases, including tuberculosis. Possession 
of a motor-car is necessary. Candidates should state the post 
for which they wish to apply 

PSYCHIATRIST FOR MENTAL DEFICIENCY (whole- 
time) for the eastern part of the region and Deputy Medical 
Superintendent at Little Plumstead Colony (950 Beds.) Appoin- 
tee will have direct charge of 2 branch institutions for mental 
defectives, Heckingham (175 Beds) and Lothingland House 
which is in process of repair and reconstruction (200 Beds). 
Duties will include domiciliary visits and work in outpatient 
clinics. Experience of child guidance will be an advantage. 
A house with emoluments is available in the grounds of 
Lothingland House which is 1} miles from Lowestoft. Candidates 
are invited to visit the hospitals by direct arrangement with 
the Medical Superintendent, Little Plumstead Colony. 

Terms and conditions of service for hospital medical and 
dental staff will apply. 

Applications (10 copies), stating age, qualifications, and details 
of present and previous appointments, with names of 3 referees, 
should be sent by 19th December, 1949, to— 

. F. Morton, Secretary. 

117, Chesterton-road, Cambridge. 


GLASGOW. WESTERN REGIONAL HOSPITAL BOARD. 
Applications invited from suitably qualified medical practitioners 
for — noted appointments :— 

1. Whole-time PSYC HIATRIST AND DEPUTY PHYSI- 
CIAN-SUPERINTENDENT (Senior Hospital Medical Officer 
grading) at Glengall Mental Hospital, Ayr. Post is resident, 
but married accommodation is not available meantime. 

2. Whole-time ASSISTANT PATHOLOGIST AND BAC- 
TERIOLOGIST (Senior Hospital Medical Officer grading) at 
Stobhill Hospital, Glasgow. Some previous experience in morbid 
anatomy and pathological eee is required. 

3. Whole-time ANASSTHETIST (Senior Hospital Medical 
Officer grading) at Stirling Royal Infirmary. 

All above appointnients subject to National Health Service 
(Scotland) superannuation regulations. 

Applications (14 copies), stating age, qualifications, and 
experience, and present appointment, and giving names of 
3 referees, should be submitted by 2nd January, 1950, to the 
Secretary, Western Regional Hospital Board, 64, West Regent- 
street, Glasgow, C.2. 





NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
SUNDERLAND MANAGEMENT COMMITTEE GROUP OF HOSPITALS. 
(Main hospitals : Royal Infirmary (300 Beds), General Hospital, 
(500 Beds), Monkwearmouth Hospital (114 Beds), Ryhope 
General Hospital (350 Beds).) 2 RADIOLOGISTS (Assistant). 
Consultant status, whole-time; or part-time for a minimum 
of 9 sessions per week. Salary scale £17J0—£2750 whole-time ; 
pro rata part-time ; starting-point according to experience, &c. 
Appointments subject to national terms and conditions of 
service, to National Health Service superannuation regulations 
and to medical examination. 

Applications, with names and addresses of 1—3 referees 
and/or 1—3 testimonials, to the Senior Administrative Medical 
Officer, “‘ Blythswood South,’ Osborne-road, Newcastle upon 
Tyne, 2, within 14 days. Capvassing will disqualify. 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
(Main hospitals : Newcastle General Hospital (890 Beds), 
St. Mary Magdalene Home (96 Beds), Ponteland Hospital 
(93. Beds).) PHYSICIAN (Consultant status) in charge of 
Geriatric service, whole-time ; or part-time for a minimum of 
9 sessions per week. Salary scale £1700-£2750 whole-time, 
pro rata part-time; starting-point according to experience, 
&e. Appointee will be generally responsible for the care of the 
long-stay sick: in the above group of hospitals and his main 
unit will be in the Newcastle General Hospital. Appointment 
subject to national terms and conditions of service, to National 
Health Service superannuation regulations, and to medical 
examination. 

Applications, with names and addresses of 1-3 referees 
and/or 1-3 testimonials, to the Senior Administrative Medical 
Officer, ‘‘ Blythswood South,’’ Osborne-road, Newcastle upon 
Tyne, 2, within 14 days. Canvassing will disqualify. 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
SOUTH SHIELDS MANAGEMENT COMMITTEE GROUP OF HOSPITALS. 
(Main hospitals : Ingham Infirmary (170 Beds), General 
Hospital (440 Beds).) ANASSTHETIST (Senior), Consultant 
status, whole-time ; or part-time for a minimum of 9 sessions 
per week. Salary scale £1700-£2750 whole-time; pro rata 
part-time ; starting-point according to experience, &c. Appoint- 
ment subject to national terms and conditions of service, to 
National Health Service superannuation regulations, and to 
medical examination. 

Applications, with names and addresses of 1-3 referees 

and/or 1—3 testimonials, to the Senior Administrative Medical 
Officer, “‘ Blythswood South,” Osborne-road, Newcastle upon 
Tyne, within 14 days. Canvassing will disqualify. 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
SOUTH SHIELDS AND GATESHEAD MANAGEMENT GOMMITTEE 
GROUP OF HOSPITALS. (Main hospitals: Ingham Infirmary (170 
Beds), General Hospital (440 Beds), Queen Elizabeth Hospital, 
Gateshead (150 Beds), Bensham Hospital (338 Beds).) DERMA- 
TOLOGIST (Consultant status), whole-time; or part-time for 
a minimum of 9 sessions per week. Salary scale £1700—€2750 
whole-time ; pro rata part-time ; starting -point according to 
experience, &c. Appointment subject to national terms and 
conditions of service, to National Health Service superannuation 
regulations, and to medical examination. 

Applications, with names and addresses of 1-3 referees, 
and/or 1-3 testimonials, to the Senior Administrative Medical! 
Officer, ‘‘ Blythswood South,’ Osborne-road, Newcastle upon 
Tyne, 2, within 14 days. Canvassing will disqualify. 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
POOLE SANATORIUM (315 Beds). CLEVELAND MANAGEMENT 
COMMITTEE GROUP OF HOSPITALS. CHEST PHYSICIAN (Deputy 
Medical Superintendent), Consultant, whole-time. Salary scale 
£1700-£2750 ; starting-point according to experience, &c. 
This post is for the chief of one of the two clinical teams, the 
chief of the other team being the Medical Superintendent. 
Appointment subject to national terms and conditions of 
service, to National Health Service superannuation regulations, 
and to medical examination. 

Applications, with names and addresses of 1-3 referees 
and/or 1-3 testimonials, to the Senior Administrative Medical 
Officer, ‘“‘ Blythswood South,’’ Osborne-road, Newcastle upon 
Tyne, 2, within 14 days. Canvassing will disqualify. 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
SOUTH EAST NORTHUMBERLAND MANAGEMENT COMMITTEE GROUP 
OF HOSPITALS. (Main hospitals: Tynemouth Infirmary (120 
Beds), Preston Hospital (430 Beds), &c.) ANACSSTHETIST 
(Assistant), Consultant status, whole-time; or part-time for 
a minimum of 9 sessions per week. Salary scale £1700—€2750 
whole-time ; pro rata part-time; starting-point according to 
experience, &c. Appointment subject to national terms and 
conditions of service, to National Health Service superannuation 
regulations, and to medical examination. 

Applications, with names and addresses of 1-3 referees 
and/or 1-3 testimonials, to the Senior Administrative Medical 
Officer, ‘‘ Blythswood South,’ Osborne-road, Newcastle upon 
Tyne, 2, within 14 days. Canvassing will disqualify. 


NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
DURHAM MANAGEMENT COMMITTEE GROUP OF HOSPITALS. (Main 
hospitals : Dryburn Hospital (390 Beds), Relton Hospital (250 
Beds), Durham Co. Hospital (120 Beds), &c.) ASSISTANT 
SURGEON (Consultant), whole-time ; or part-time for a mini- 

mum of 9 sessions per week. Salary scale £1700-—£2750 whole- 

time, pro rata part-time ; starting- point according to experience 

&c. The Surgeon appointed will work mostly at Relton Hospital, 
Chester le Street, but will have definite duties also at Dryburn 
Hospital, Durham, and may be called upon to work in other 
hospitals in the group. Appointment subject to national terms 








and conditions of service, to National Health Service super- 
annuation regulations, and to medical examination. 
Applications, with names and addresses of 1-3 referees 
and/or 1-3 testimonials, to the Senior Administrative Medicai 
Officer, ‘‘ Blythswood South,’”’ Osborne-road, Newcastle upon 


Tyne, 2, within 14 days. Canvassing will disqualify. 


29 


THE LaNceET] 


THE LANCET GENERAL ADVERTISER 





[Dec. 3, 1949 





LIVERPOOL REGIONAL HOSPITAL BOARD. Rainhill Hospital. 
(2701 Beds.) Applications invited from practitioners who should 
possess the D.P.M., or an equivalent qualification in psychiatry, 
and have at least 7 years’ approved psychiatric experience, 
for Consultant appointment of MEDICAL SUPERINTENDENT 
(whole-time). Candidates should have had experience in the 
administration of a large mental hospital, and the possession 
of a higher qualification in general medicine considered an 
advantage. Appointee required to undertake domiciliary 
consultations. Post is residential, with a house situated in the 
Hospital grounds, and a charge will be made equal to the value 
of the services provided. Salary within the full Consultant 


scale. 
Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 


Board, 19, James-street, Liverpool, 2, to whom they should be 
returned by 17th December. 
VINCENT COLLINGE, Secretary to the Board. 

LIVERPOOL REGIONAL HOSPITAL BOAPD. Bootle General 
HOSPITAL. Applications invited for consultant post of 
ASSISTANT OPHTHALMIC SURGEON, part-time, giving 
2 ~ ee half-days per week. Salary within the full Consultant 
grade. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to whom they should be 
returned by 17th December, 1949. 

VINCENT COLLINGE, Secretary to the Board. 


SCOTLAND. NORTH-EASTERN REGIONAL HOSPITAL 
BOARD. Consultant in Diseases of the Ear, Nose, and Throat. 
Applications invited for post of SENIOR E.N.T. SURGEON 
on the staff of the Aberdeen General Hospitals and Aberdeen 
Special Hospitals. Appointment involves full-time service 
and appointee will also be the Lecturer in the subject in the 
University of Aberdeen. Terms and conditions of the National 
Health Service (Scotland) Act apply to the post. Salary on 
scale £1700-—£2750 p.a., with appropriate placing. 

Applications, with names of 2 referees, should be lodged with 
the Secretary of the Board, 1, Albyn-place, Aberdeen, on or 
before 31st December, 1949. 





MIDDLESBROUGH. ST. LUKE’S HOSPITAL. Newcastle upon 
TYNE REGIONAL HOSPITAL BOARD. CONSULTANT PSYCHIA- 
TRIST (whole-time) for above Hospital. Salary scale £1700— 
£2750 p.a. A suitable house is available. Successful candidate 
will be expected to act as Deputy Physician-Superintendent. 
Candidates must have had a wide experience in psychiatry and 
be competent to take clinical charge, subject to the general 
administrative control of the Physician-Superintendent, of the 

ospital, and participate in the work of the associated out- 
patient clinics and domiciliary consultant service in the area 
served by the Hospital. Experience and training in modern 
analytical psychotherapeutic procedures will be an advantage. 
Further particulars may be obtained by communicating with 
the Physician-Superintendent at the Hospital. Appointment 
subject to national terms and conditions of service, National 
Health Service superannuation regulations, and to passing a 
medical examination. 

Applications, with copies of 1-3 testimonials and/or names of 
3 referees, to be sent to the Regional Psychiatrist, Newcastle 
upon Tyne, Regional Hospital Board, ‘“‘ Blythswood South,’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. Can- 
vassing will disqualify. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD invite applications for appointment of Whole-time 
DIRECTOR OF REHABILITATION at a residential unit which 
the Board propose to establish at Garston Manor, Watford. 
Candidates should be well qualified in their specialty and have 
a special interest and wide eee of problems of rehabilita- 
tion. Successful applicant will have the opportunity of working 
at hospitals in the region ; will be expected to advise the Board 
on the rehabilitation services in the region and to be responsible 
for the building up of the rehabilitation centre at Garston Manor 
which will be for both inpatients and outpatients. The new terms 
and conditions of service for Hospital medical and dental staff 
(Consultants) would apply to the post. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should reach the Secretary, North West 
Metropolitan Regional Hospital Board, 114, Portland-place, 
W.1, by 10th December, 1949. Canvassing will disqualify, but 
candidates are invited to visit Garston Manor by direct appoint- 
ment with the Secretary of the Board. 





SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD 
CONSULTANT APPOINTMENTS 


Region. 


Applications are invited by the Board for the following Consultant appointments in hospitals in the South West Metropolitar 
Salaries and conditions of service according to the agreed National Health Service terms and conditions of service of hospital 


medical and dental staff, and all appointments subject to the National Health Service superannuation regulations. Candidates 
must be of high professional standing with wide experience in their respective specialties and should possess the relevant higher 


degrees or diplomas. 


The appointments are part-time, unless otherwise stated, and the consultants appointed will be required to live within reasonable 


distance of their main hospital. 


Candidates wishing to apply for more than 1 post are asked to submit separate applications. 


Applications, stating age, qualifications, experience, and present appointment, and giving names and addresses of 3 referees, 
should be made by letter and sent to the Secretary (S.D.1), South West Metropolitan Regional Hospital Board, 114, Portland-place, 


London, W.1, to arrive not later than 17th December, 1949. 


Canvassing will disqualify. 





PORTSMOUTH GROUP OF HOSPITALS 
(Royal Portsmouth (305 Beds), St. Mary’s (1094), &c.) 
(1) ANXSTHETIST. Whole-time or 9 half-days. Duties 
may include work at any of the hospitals or clinics within the 


group. 
(2) E.N.T. SURGEON. 9 half-days. To serve under a 
Director. The duties may include work at any of the hospitals 


or clinics within the group. 


SOUTHAMPTON GROUP OF HOSPITALS 
(Royal South Hants and Southampton (363 Beds), 
Borough General (393), Children’s Hospital (123), &c.) 

(1) OBSTETRICIAN AND GYNA®COLOGIST. 9 half-days. 
To serve under a Director. Duties may include work at any of 
the hospitals or clinics within the group. 

(2) ANASTHETIST. Whole-time or 9 half-days. Duties 
may include work at any of the hospitals or clinics within the 
group. 

(3) PHYSICIAN IN PHYSICAL MEDICINE. 8 half-days. 
To serve under a Director. Duties may include work at any of 
the hospitals or clinics within the group. 

(4) PATHOLOGIST. Whole-time. To serve under a Director. 
Special experience in hematology will be regarded as a useful 
qualification. 

(5) RADIOLOGIST. Whole-time or 9 half-days. Duties 
may include work at any of the hospitals or clinics within the 
group. ae 


WINCHESTER GROUP OF HOSPITALS 
(Royal Hants County (324 Beds), Basingstoke (41), 
Andover (37), Inwood Cottage G1.) 
ANAXSTHETIST. Whole-time or 9 half-days. Duties may 
include work at any of the hospitals or clinics within the group, 


SALISBURY GROUP OF HOSPITALS 
(Salisbury General and Odstock (479 Beds), &c.) 

(1) E.N.T. SURGEON. 7 half-days. Duties may include 
work at any of the hospitals or clinics within the group. 

(2) ANAESTHETIST. Whole-time or 9 half-days. Duties 
may include work at any of the hospitals or clinics within the 
group. 

(3) OBSTETRICIAN AND GYNACOLOGIST. 8 half-days. 
Duties may include work at any of the hospitals or clinics within 
the group. 

(4) CLINICAL PATHOLOGIST. Whole-time. Duties, under 
the Director of the Salisbury Area Pathological Service, in 


a well-equipped and staffed laboratory, may include work at 
other hospitals covered by the service. 
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ISLE OF WIGHT GROUP OF HOSPITALS 
(Royal Isle of Wight County, Ryde (119 Beds), 
St. Mary’s, Newport (312), &c.) 
PHYSICIAN. 9 half-days. Duties may include work at any 
of the hospitals or clinics within the group. 


WEST DORSET GROUP OF HOSPITALS 
(Dorset County (110 Beds), Weymouth (130), Portwey (130), &c.) 


(1) PHYSICIAN. 9 half-days. Duties may include work at 
any of the hospitals or clinics within the group. Candidates 
should have considerable experience in all branches of medicine 
and be capable of controlling and developing the medical 
services in the area. 

(2) 2 ANAESTHETISTS. Each whole-time or 9 half-days. 
Duties may include work at any of the hospitals or clinics within 
the group. 

(3) OPHTHALMOLOGIST. 9 half-days. To serve under 
a Director. Duties may include work at any of the hospitals or 
clinics within the group. 

(4) SURGEON. 9 half-days. Duties may include work at. 
any of the hospitals or clinics within the group. Candidates 
should have considerable experience in all branches of surgery 
and be capable of administering and developing surgical services 
in the area. 


SOUTHAMPTON, WINCHESTER, SALISBURY AND 
ISLE OF WIGHT GROUP OF HOSPITALS 
2 ORTHOPEDIC SURGEONS. For the team being formed 
for the above groups. 8 half-days. To serve under a Director. 
Duties may include work at any of the hospitals or clinics within 
the area. Considerable experience in traumatic surgery will be 
an advantage for one of the appointments. 


BOURNEMOUTH AND EAST DORSET AND WEST DORSET 
GROUP OF HOSPITALS 
(Royal Victoria, Bournemouth (463 Beds), Cornelia Hospital, 
Poole (184), Dorset County, Weymouth, Portwey, &c.) 


ORTHOPZDIC SURGEON. For the team being formed for 
the above groups. 9 half-days. To serve under a Director and 
be mainly concerned with work in the West Dorset area, but 
duties may include work at any of the hospitals or clinies within 
the area. 
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MANCHESTER REGIONAL HOSPITAL BOARD invite applica- 
tions for appointment of CONSULTANT PADIATRICIAN 
at hospitals in the Blackpool and Preston hospital centres. 
Appointment is on a part-time basis (9 sessions) of which approxi- 
mately 3 will be required in Blackpool and the rest in Preston. 
The terms and conditions of service of hospital medical and 
dental staff (England and Wales) will apply, and the post is 
subject to the National Health Service superannuation regula- 
tions. Applicants must be of high professional standing, with 
wide experience in peediatrics. 

Applications, stating age, qualifications, training, and experi- 
ence, with names of 3 referees, should be forwarded to the 
Senior Administrative Medical Officer, No. 1, North Parade, 
Parsonage-gardens, Manchester, to be received by 17th Decem- 
ber, 1949. Canvassing will disqualify. 

J. GIBBON, Secretary of the Board. 

WELSH REGIONAL HOSPITAL BOARD invite applications 
for whole-time post of CONSULTANT CHILD PSYCHIATRIST 
for the Swansea area. Successful candidate will be required to 
organise and develop child guidance clinic services in Swansea 
and neighbouring districts. Candidates should have had appro- 
priate training and a wide experience in child psychiatry. 
Possession of a higher qualification is desirable. Terms and 
conditions of service will be those recently announced. Post 
subject to National Health Service superannuation regulations. 
Successful candidate will be expected to take part in the 
domiciliary service. 

Applications, giving age, qualifications, and details of present 
and previous appointments with dates, with names of 3 referees, 
should be addressed to the Senior Administrative Medical 
Officer, Temple of Peace and Health, Cathays Park, Cardiff, 
within 14 days of the appearance of this advertisement. Can- 
vassing will eee. 








. E. REESE, Secretary to the Board. 


NORTHERN een HOSPITALS AUTHORITY 
applications for post of RESIDENT MEDICAL SUPERIN- 
TENDENT of Purdysburn Hospital, Belfast. The Hospital, 
which has approximately 1600 inpatients, has several psychiatric 
outpatient clinics associated with it. Candidates must have had 
wide experience in psychiatry and must be capable of directing 
the clinical services of the Hospital. Terms, conditions of 
service, and remuneration for the post, which is of Consultant 
status, will be in accordance with the Authority’s application 
of the Spens report to Northern Ireland and will be essentially 
equivalent to the terms, conditions of service, and remuneration 
for similar posts in Scotland and England. A residence on the 
Hospital estate is available and a charge will be fixed for the 
occupation of this house. Post is whole-time and, subject to a 
probationary period, the appointment will be permanent and 
pensionable and the salary will be subject to deductions under 
the Health Services superannuation scheme. It is the Authority’s 
policy to give preference to persons who served in war-time in 
H.M. Forces. 

Applications should be made on form obtainable from the 
Secretary, Northern Ireland Hospitals Authority, Friends’ 
Provident Building, 58, Howard-street, Belfast, and which 
must be returned to him so as to be received by 21st December, 
1949. Canvassing will disqualify. Any approach to a member 
of the Authority, or any Committee of the Authority, by or at 
the request of a candidate for the purpose of obtaining support 
for his application will be treated as canvassing. 


NEW ZEALAND. AUCKLAND HOSPITAL BOARD. Applica- 
tions invited for positions of ASSISTANT RADIOLOGISTS 
(2), Board’s Institutions. Applicants must be qualified medical 
practitioners of the British Empire and appointees shall be 
registered in New Zealand before taking up duty. The positions 
have been designated under the Hospital Employment Regula- 
tions, 1948, as those of Junior Specialists and the salary pre- 
scribed by the regulations is £1050 p.a., rising to £1350 p.a. 
by annual increments of £50 (comme neing salary in ace ordance 
with experience). The amounts quoted are in New Zealand 
currency and are living-out rates. Living accommodation is not 
provided, Travelling expenses will be paid by the Board subject 
to certain conditions (refer to conditions of appointment). 

Conditions of appointment and form of application obtainable 
from the Office of the High Commissioner for New Zealand, 
415, The Strand, London. Applications close with undersigned 
at the Office of the Board, Kitchener-street, Auckland, New 
Zealand, at noon on Monday, 16th January, 1950. 

R. F. GALBRAITH, Secretary. 





invite 





Hospital Services : Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, S.W.II 
BATTERSEA AND PUTNEY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Required, RESIDENT CASUALTY OFFICER (B2) 
for 6 months. Salary in accordance with terms of service 
issued by the Ministry of Health. 

Applications, stating age, nationality, qualifications, and 
experience, with 2 recent testimonials, should be sent as soon as 
possible to the Administrative Officer. 


CENTRAL MIDDLESEX HOSPITAL. 
(A) or (B2), Gastro-enterological Department. Appointment for 
6 months. Salary and terms and conditions of service as issued 
by Ministry of Health. 

Applications to Medical Director, Central Middlesex Hospital, 
Park Royal, N.W.10, by 10th December, 1949. 


ELIZABETH GARRETT ANDERSON HOSPITAL, Euston- road, 
N.W.1. Applications invited from registered Women medical 
practitioners for post of OBSTETRIC ASSISTANT (recognised 
for the M.R.C.O.G.), duties to commence Ist February, 1950. 
Appointment for 6 months. Salary in accordance’ with 
Ministry of Health scale for House Officers. 

Applications, with copies of 3 testimonials, 
to the Secretary by 13th December, 1949. 





Resident House Officer 


should be sent 


| 





EVELINA HOSPITAL FOR SICK CHILDREN, Southwark Bridge- 
road, London, S.E.1. (An Associate Hospital of Guy’s Hospital.) 
Required, HOUSE PHYSICIAN (B2), post vacant lst January, 
1950. The duty for tLe first 2 months will be in the Casualty 
Outpatient Department. Post tenable for 6 months. Salary 
£400 p.a. or according to experience, with a deduction of £100 p.a. 
for residential emoluments. R practitioners eligible for H.M. 
Forces holding A post not considered. 

Applications, stating age, nationality, qualifications with 
dates, with copies of 3 recent testimonials, should reach under- 
signed by first post, 7th December, 1949. 

W. H. SIDNELL, House Governor. 
FINCHLEY MEMORIAL HOSPITAL, Finchley, N.12.  Appli- 
cations invited for appointment of HOUSE SURGEON (A). 
Salary in accordance with*terms and conditions of service of 
hospital medical and dental staff (England and Wales). R 
practitioners within 3 months of qualification may apply. 

Applications to the House Governor at 1, Wellhouse-lane, 

Barnet, Herts. 
FRENCH HOSPITAL AND DISPENSARY, 172, Shaftesbury- 
avenue, W.C.2. Applications invited for post of RESIDENT 
SURGICAL OFFICER (Male). Candidates must be registered, 
unmarried, speak French fluently and must not be liable to 
call up. Salary £204 p.a., with full board. 

Applications to be sent to the Secretary, 
recent testimonials, before 25th December. 
HAMPSTEAD CEREAL. HOSPITAL, The 
Required, RESIDENT 


with copies of 3 


Green, N.W.3 
CASUALTY SURGICAL OFFICER 
(B2), Male or Female, at the main Outpatient Department, 
Camden Town, N.W.1, post vacant Ist December. Tenable 
for 6 months. Salary in accordance with new national scales. 

Applications, to be made on the prescribed form, with copies 
of 3 recent testimonials, to be returned at once. 

KENNETH A. F. MILES, House Governor. 
HENDON ISOLATION HOSPITAL, Goldsmith- -avenue, London 
N.W.9. Required, JUNIOR HOSPITAL MEDICAL OFFIC ER 
(B1), Male or Female, at above Hospital, which admits all 
types of infectious disease, and a Puerperal Unit is attached. 
Salary £700 p.a.—£50-£1000 p.a. Deduction of £130 p.a. for 
board, lodging, &c. Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, qualifications, and experience, 

with names of 2 referees, to the Group Secretary, Edgware 
General Hospital, Edgware, Middlesex. 
HACKNEY HOSPITAL, E.9. Required, Resident Obstetric and 
GYNACOLOGICAL su RGEON (House Officer), second or 
third post. Post recognised, for M.R.C.O.G. Preference given 
to applicants who have held resident surgical and medical posts 
in a general hospital. Appointment for 6 months. Salary in 
accordance with the National Health Service terms and con- 
ditions of service of hospital medical and dental staff. 

Applications, with copies of testimonials, should be submitted 
by 5th December, 1949, to the Group Secretary, Hackney Group 
(No. 6) Hospital Management Committee, at above address. 
HOSPITALS FOR DISEASES OF THE CHEST. Applications 
invited for post of ie ay MEDICAL REGISTRAR at 
Brompton Hospital, S.W. Salary according to national 
scales. Candidates must ea the M.R.C.P. diploma or the 
M.B., of a university. 

Applic ations, with copies of testimonials, must reach under- 
signed (from whom particulars as to duties, &c., may be obtained) 
by 10th December, 1949. 

Brompton Hospital, S.W.3. F. G. Rouvray, Secretary. 


HOSPITAL FOR SICK CHILDREN, Great Ormond-street, W.C.1. 
Applications invited from registered dental practitioners for 
post of Part-time REGISTRAR. Successful candidate reqnired 
to perform routine dental treatment for inpatient children for 
3-4 sessions per week, mainly at the Country Branch Hospital, 
Tadworth, Surrey. Appointment graded as that of Senior 
Registrar in accordance with the terms and conditions of service 
of hospital medical and dental staff (England and Wales). 

Further particulars and form of application, which must be 
returned by 2nd January, 1950, are obtainable from 

F. RUTHERFORD, House Governor and Secretary. 


LEWISHAM HOSPITAL, London, S.E.13. (General—é6!i! Beds.) 
Applications invited for whole-time resident appointment of 
OBSTETRICAL AND GYNAECOLOGICAL REGISTRAR 
(B1). Appointment will normally be for 2 years with a salary 
of £775 a year for first year and £890 a year for second year. 
An appropriate deduction will be made for residential emolu- 
ments. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials or names of referees, should 
reach the Secretary, Lewisham Group Hospital Management 


Committee, Lewisham Hospital, Lewisham High-street, London, 
S.E.13, by 17th December, 1949. 
LONDON JEWISH HOSPITAL, Stepney Green, E.!. Required, 


HOUSE SURGEON (B2), grade 1 or 2. 
ance with national scale. 

Application forms obtainable from the Secretary, 
Group Hospital Management Committee, Raine-street, 


uel. 


Salary, &c., in accord- 


Stepney 
Wapping, 


LONDON JEWISH HOSPITAL, Stepney Green, E.!. Required, 
SENIOR RESIDENT MEDICAL OFFICER (B1) of the 
Registrar status. Salary in accordance with national scale. 

Application forms obtainable from the Secretary, Stepney 
Group Hospital Management Committee, Raine-street, Wapping, 
B.1. 


MEMORIAL HOSPITAL, Woolwich. Required, House Surgeon 
(B2), post vacant Ist January. 6 months’ appointment. Salary 
in accordance with terms of service issued by the Ministry of 
Health. R practitioners holding A posts may apply. 
Applications, with copies of 2 recent testimonials, to be sent 
to the Secretary, Woolwich Group 7% Management 
Committee, Memorial Hospital, Shooters Hill, 8.E.18. 
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LONDON HOSPITAL, Whitechapel, E.1. There is a vacancy 
for Part-time SENIOR ASSISTANT in the Outpatient E.N.T. 
Department. Successful candidate required to attend on 4 
half-days weekly. Appointment for 1 year and renewable 
annually at a salary in accordance with the scale laid down for 
Senior Registrars. 

Applications (6 copies), giving names and addresses of 3 
referees, should be addressed to the House Governor (from whom 
further partic ulars may be obtained) by 16th December, 1949. 

H. BRIERLEY, House Governor. 
MIDDLESEX HOSPITAL, W.!. Applications invited for 3 Senior 
REGISTRAR appointments in the Department of Radio- 
therapy. Appointments will be for the year 1950 and are 
renewable annually for 2 further years, with salary according 
to the new terms and conditions of service. Applicants must 
hold a higher degree or diploma. 

Forms of application obtainable from the Deputy Superin- 

tendent and must be submitted with copies of testimonials, by 
15th December. 
NATIONAL HOSPITAL FOR NERVOUS DISEASES, Queen- 
square, London, W.C.1. Required, REGISTRAR to the Depart- 
ment of Applied Electrophysiology. Appointment is half-time 
and will be for 6 months in the first instance. 

Applications to be sent by 17th December, 1949, to— 

‘H. Ewart MITcHELL, Secretary. 
NATIONAL TEMPERANCE HOSPITAL, Hampstead-road, N.W.|. 
HOUSE SURGEON required for duty at above Hospital. 
Salary £350, £400, £450 p.a., according to experience, with 
deductions £100 p.a. in respect of board, lodging, and other 
services supplied. 

Appieees, stating age, experience, qualifications, with 
names and addresses =. 2 referees, to be sent by 6th December, 

1949, to— . R. JOLLy, Sec retary, 
Paddington Group Hospital Management Committee. 

285, Harrow-road, W 


PRINCE OF WALES'S SEHERAL HOSPITAL. (240 Beds.) 
Required, JUNIOR REGISTRAR CASUALTY OFFICER 
(B1), resident, post now vacant, for 12 months. Applicants 
must have held house appointments and had surgical experience. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications should be sent to the Secretary, Tottenham 


Group Hospital Management Committee (Group 4), The Green, 
Tottenham, N.15, as soon as possible. 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN MANAGE- 
MENT COMMITTEE, Hackney-road, E.2. Applications invited 
for a temporary appointment of ASSISTANT PATHOLOGIST 
in the grade of Senior Registrar. The period will be from Ist 
February-—31st July, 1950. Applicants must have had experience 
preferably in morbid anatomy. 

Applications, giving full particulars and names of referees, 
should be addressed to the Secretary by 20th December, 1949. 
QUEEN MARY’S HOSPITAL FOR THE EAST END. Required, 
OBSTETRIC HOUSE SURGEON (B1), Junior Registrar, 
Male or Female, at above Hospital for 1 year commencing 


Ist January, 1950. Post recognised for the M.R.C.O.G. Salary 
£670 p.a., less a deduction for residential emoluments. 
Candidates should send their a, with copies of 


recent testimonials, by 12th December, 1949, to— 

M. HUNTLEY, Secretary, 

West Ham Group Hospital Management Committee. 
Stratford, London, E.15 

ROYAL CANCER HOSPITAL, Fulham-road, Lendon, S.W.3. 
Applications invited for post of Full-time SENIOR REGISTRAR 
in the gry ge | Department. Candidates must hold a 
Diploma in Medica] Radiology. Salary in vee pr ersg with terms 
and conditions of service for hospital medical sta’ 


Application forms obtainable from the House Rieistiine and . 


retary, and should be forwarded, with copies only of 3 recent 
testimonials, by 14th December. 1 : ake 
ROYAL LONDON HOMCOPATHIC HOSPITAL, Great 
Ormond-street and Queen-square, W.C.1. (200 Beds.) Required, 
HOUSE SURGEON (A), post vacant Ist January, 1950. 
Salary on National Health Service scale £350-£450 p.a., less 
£100 for emoluments. Candidates will be required to attend 
a meeting of the Medical Committee for interview. 

Applications, stating age, qualifications, and experience, to 
be addressed to the Secretary. 


ROYAL MASONIC HOSPITAL, Ravenscourt Park, London » W.6. 
Applications invited for appointment of 2 RESIDENT J UNI OR 
SURGICAL REGISTRARS (B1) vacancies occurring end of 
January next. Applicants should have held house appointments 
and have had surgical experience. Residence in Hospital 
essential. Salary £670 p.a. inclusive of full residential emolu- 
ments. Suitably. — R practitioners holding B2 a 
ments, and those holding Bl appointments and ineligible for 
H.M. Forces, are invited to apply. 

Applications in writing, stating age, qualifications, present 
and previous appointments, with copies of 3 recent testi- 
monials, must reach the Honorary Secretary at the Hospital by 
3ist December, 1949. 


ST. MARY’ Ss HOSPITAL, London, Ww.2. ‘Applications invited for 
post of MEDICAL OFFICER (part- time), non-consultant, to 
the Hearing-aid Clinic. Candidates should have had otological 
experience. Preference given to candidates with higher quali- 
fications. Appointment for a first period of 12 months and 
successful candidate required to undertake 2 or 3 notional 
half days per week. Post will be within the Registrar grades, 
according to the experience of successful candidate. Payment 
in accordance with the terms and conditions of service of hospital 
medical staff. : 

Applications, stating nationality, date of birth permanent 
address, qualifications with dates, and details of previous 
appointments, with names and addresses of 3 referees, should 
reach undersigned by 17th December. 

18th November, 1949. W. PARKES, House Governor. 
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ST. MARY’S HOSPITAL, London, W.2. Applications invited for 
post of THIRD REGISTRAR to the Pediatric Department of 
St. Mary’s Hospital. Candidates will also be expected to under- 
take duties at constituent children’s hospitals within the St. 
Mary’s group. Previous experience in pediatrics is necessar 
Preference given to candidates holding M.R.C.P. and/or D.C, 
The grading of this post is either Registrar, £775 p.a., or 
Senior Registrar, £1000 p.a., according to the candidate’s 
experience. Appointment for a first period of 12 months. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous 
appointments, with names and addresses of 3 referees, should 
reach undersigned by 10th December. 

18th November, 1949. W. PARKES, House Governor 
ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
Required, HOUSE SURGEON (B2), Male, post vacant 5th 
January, 1950, for 6 months. Salary £400-£450 p.a., according 
to number of posts previously held, with a deduction of £100 
p.a. in respect of residential emoluments. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 3 recent testimonials, should be 
sent by 16th December, 1949, to— 

GILBERT G. PANTER, Secretary, 

Northern Group Hospital Management Committee. 
ST. GEORGE’S HOSPITAL, S.W.!. Required, Resident Medical 
OFFICER to the Atkinson Morley Hospital, Wimbledon. 
Appointment, which is for 6 months, is subject to the terms and 
conditions of service laid down for Hospital medical staff, 
and commences on Ist January, 1950. Salary at scale laid 
down for Junior Hospital Medical Officers, with a deduction of 
£100 p.a. for residence. 

Applications, with names of 2 referees, should be sent by 
20th December, 1949, to P. H. CONSTABLE, House Governor. 
ST. GEORGE’S HOSPITAL, S.W.|I. Required, Resident Assistant 
CLINICAL PATHOLOGIST. The holder will work under the 
supervision of the Director of Pathology, and duties will include 
those concerned with blood-transfusion. Applicants should 
have held previous resident house appointments. Salary at 
scale laid down for Junior Registrars in the terms and conditions 
of service for medical and dental staff—namely, £670 p.a., with 
a deduction of £100 p.a. for residence, and appointment ‘is for 
1 year in the first instance, commencing on or about 7th 
January, 1950. 

Applications, with names of 2 referees, should be sent by 
20th December, 1949, to P. H. CONSTABLE, House Governor. 
ST. JOHN’S HOSPITAL, Lewisham, London, S.E.13. (General 
—112 Beds.) LEWISHAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Required, HOUSE SURGEON (B2), post vacant 
immediately. Tenable for 6 months. Salary £400 p.a., less £100 
p.a. for residential emoluments. R practitioners holding A posts 
may apply. , 

Applications, stating age, qualifications, and experience, with 

copies of 3 recent testimonials or names of referees, should be 
sent to the Secretary at the Hospital as soon as possible. 
ST. MARK’S HOSPITAL FOR DISEASES OF THE RECTUM 
AND COLON, City-road, London, E.C.1. Required, CLINICAL 
ASSISTANT in the X- -ray Department for 12 months from 
lst January, 1950. Honorary appointment. 

Applications to undersigned (from whom further particulars 
may be obtained) by 10th December, 1949. 

RAYMOND BULL, Secretary. 
ST. MARK’S HOSPITAL FOR DISEASES OF THE RECTUM 
AND COLON, City-road, London, E.C.1. “<9 RESIDENT 
SENIOR SURGICAL REGISTRAR (B1), for 6 months from 
Ist January, 1950. Candidates must hold ¥F.R.C.S. Salary 
in accordance with National Health Service scales for Senior 
Registrar. R practitioners holding B2 appointments, and those 
om B1 appointments and ineligible for H.M. Forces, may 


app 

A plications, stating age, and giving names and addresses of 
3 referees, to be sent by 10th December, 1949, to— 

j RAYMOND BULL, Secretary. 

ST. THOMAS’S HOSPITAL, London, S.E.1. Required, Whole- 
time REGISTRAR to work jointly in the Departments of 
Neurology and Psychiatry. This post is intended for one training 
for future Consultant status. Appointee will be expected to take 
the necessary additional specialist qualifications. Salary and 
other terms of service as laid down by the Ministry of Health. 
Yearly reappointment, normally for not less than 2 years. 

Applications, stating age, qualifications with dates, and 
details of experience, with names and addresses of 3 3. referees 
to whom the Hospital may write, should be received by the 
Clerk of the Governors by 20th December, 1949. 


Provincial 


pw sa nega HOSPITAL, Ashford, Middlesex. Staines wine 

PITAL MANAGEMENT COMMITTEE. Required, SENIOR 
REGISTR AR (B1), non-resident, for Department of Diagnostic 
Radiology. , Candidates must hold a epee in Radiology. 
Whole-time duties under Consultant Radiologist will include 
work in the Radiology Department at Hounslow Hospital. 
Salary and terms and conditions of service as issued by Ministry 
of Health on grade £1000-£€1300 p.a. New appointment, vacant 

















immediately. R practitioners holding Bl posts cannot be con- 
sidered unless ineligible for Forces. 
Applications, stating age, nationality, qualifications, and 


experience, with names and addresses of 3 referees, to Medical 
Director of Hospital by 17th December, 1949. 
BARNSLEY. BECKETT HOSPITAL. Barnsley Hospital Manage- 
MENT COMMITTEE. Required, HOUSE SURGEON (A) at above 
Hospital. Salary £350 p.a. A deduction of £100 p.a. will be made 
in respect of board, lodging, and other services provided. 
R practitioners within 3 months of qualification may apply, 
when appointment will be limited to 6 months. 

Applications, with copies of 2 testimonials, to be forwarded 
as soon as possible to J. H. Nunn, Secretary. 

33, Gawber-road, Barnsley. 
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ASHTON-U NDER-LYNE. LAKE HOSPITAL. (600 Beds.) 
Required, Male HOUSE PHYSICIAN (A) at a salary of £350 
p.a., less £100 p.a, for residential emoluments. R practitioners 
within 3 months of qualification may apply, when appointment 
will be limited to 6 months. Lake Hospital, Ashton-under-Lyne, 
is a large general hospital 6 miles from Manchester, and this post 
offers excellent opportunity to gain experience with acute and 
chronic sick cases. 

Applications should be addressed tu— 

R. W. McViry, Secretary, Ashton, Hyde and 

Glossop Hospital Management Committee. 
__Astley-road, Stalybridge, Cheshire. 
BATH HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited for post of REGISTRAR (non-resident) in the Ortho- 
peedic Department of the Bath group of hospitals. Successful 
applicant will be required for duty in several hospitals within 
the group. Salary in accordance with the terms and conditions 
of service laid down by the Ministry of Health. 

Applications, staging age, qualifications, and experience, with 
copies of 3 recent testimonials, to be received by undersigned 
by 23rd December, 1949. 
__ Manor Hospital, Bath. J. LAWRENCE MEARS, Secretary. 
BEDFORD COUNTY HOSPITAL. Required, Resident House 
SURGEON (B2), post vacant in December, 1949. This appoint- 
ment, which is recognised for examination purposes by the 
Royal College of Surgeons, will be for 6 months. Salary in 
accordance with terms and conditions of service of hospital 
medical and dental staff. 

Immediate applications, stating age, nationality, qualifications, 

previous appointments, and names of 3 persons to whom 
reference may be made, if desired, should be addressed to the 
Secretary, Bedford Group Hospital Management Committee, 
St. Peter’s Hospital, Bedford. 
BILLERICAY. ST. ANDREW’S HOSPITAL. Required, House 
SURGEON (B2). Appointment for 6 months. Salary £350-£450 
p.a., according to experience, less £100 in respect of full residential 
emoluments. Applications from R practitioners holding A posts 
may be accepted. 

Applications, with copies of 3 recent testimonials, should be 
forwarded as soon as possible to— 

G. E. Wuytr, Deputy Secretary, 
South East Essex Hospital Management Committee. 

Secretary’s Office, Thurrock Hospital, Grays, Essex. 
BILLERICAY. ST. ANDREW’S HOSPITAL. Required, Surgical 
REGISTRAR. The Hospital is now in the process of being 
upgraded and there will be excellent opportunities for clinical 
and traumatic surgical work. Appointment for 1 year, renew- 
able for a further year at-a salary of £775 and £890 p.a. 
respectively. Post is resident for a single man. Deductions in 
respect of full board and lodging will be made at a rate to be 
agreed upon. 

Applications, giving names of 3 referees, should be forwarded 

to the Deputy Secretary, South East Essex Hospital Manage- 
ment Committee, Thurrock Hospital, Grays, within 14 days 
of appearance of this advertisement. 
BIRMINGHAM ACCIDENT HOSPITAL AND REHABILITATION 
OENTRE. (205 Beds.) BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE, GROUP NO. 25. Required, HOUSE 
SURGEON (A) or (B2),-Male or Female, post now vacant. 
Salary £350, £400, or £450 p.a., according to experience, less 
£100 for board and lodging. Appointment will, in the first 
instance, be for 6 months. 

Applications to be forwarded to the Secretary, Birmingham 
Accident Hospital, Bath-row, Birmingham, 15. 

BIRMINGHAM ACCIDENT HOSPITAL AND REHABILITATION 
CENTRE. (205 Beds.) BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE, GROUP NO. 25. Required, RESIDENT 
ANASTHETIST JUNIOR REGISTRAR (B1), post now vacant. 
Salary £670 p.a., less value of residential emoluments. Appoint- 
ment in the first place for 6 months. Suitably qualified R 

ractitioners holding B2 appointments, also those holding B1 and 
neligible for H.M. Forces, are invited to apply. 

Applications, with 2 testimonials, should be sent to the 
Saceeaty Birmingham Accident Hospital, Bath-row, Birming- 

am, 15. 
BIRMINGHAM ACCIDENT HOSPITAL AND REHABILITATION 
CENTRE. (205 Beds.) BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE, GROUP NO. 2: Applications invited 
from registered medical practitioners, Male and Female, for 
appointment of HOUSE SURGEON (A) or (B2), now vacant, 
to care for patients in association with the Medical Research 
Council Industrial Medicine and Research Units. Salary £350 

a. for A post, £400 or £450 p.a., according to experience, for 

2 post, less £100 for board and lodging. Appointment for 
6 months with subsequent opportunities for Research or Surgical 
Registrar post. 

Applications to Secretary, Birmingham Accident Hospital, 

Bath-row, Birmingham, 15. 
BIRMINGHAM. ST. MARGARET’S HOSPITAL, Great Barr Park, 
BIRMINGHAM, 22a. LOCUM TENENS required (either sex) 
for a period of about 3 months. Psychiatric experience not 
essential. Salary at rate of £850 p.a., less a charge of £150 p.a. 
for residential emoluments. 

Applications to be sent as soon as possible to the Medical 
Superintendent. 

BLACKPOOL. VICTORIA HOSPITAL. (315 Beds.) Blackpool and 
FYLDE HOSPITAL MANAGEMENT COMMITTEE. Applications invited 
for following appointments :— 

HOUSE SURGEON (B2), Eye and E.N.T. 

Post recognised for D.O.M.S. examination. 

HOUSE SURGEON (B2), Orthopedic Department. 

Salaries and conditions of service in accordance with terms 
issued by the Ministry of Health. R practitioners holding A 
posts may apply. 

Applications, stating age, qualifications, and nationality, 
with copies of 3 recent testimonials, should be sent to the 
Administrative Officer, Victoria Hospital, Blackpool. 








Department. 





BLACKPOOL. VICTORIA HOSPITAL. Required, Full-time 
REGISTRAR to the E.N.T. Department, of Junior Registrar 
or Registrar status according to qualifications and experience. 
Salary: Junior Registrar £670 p.a., Registrar £775—£890 p.a. 
Post is non-resident ; candidates must have had experience in 
E.N.T. work. 

Applications, stating age and qualifications with dates, with 
copies of 3 recent testimonials, should be sent to 

WALTER R. SMITH, Secretary, 
Blackpool and Fylde Hospital Management Committee. 

Victoria Hospital, Blackpool. 

BLACKPOOL. VICTORIA HCSPITAL. (315 Beds.) Blackpool 
AND FYLDE HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited for whole-time appointment of SURGICAL REGIS- 
TRAR, in accordance with the terms and conditions of service for 
hospital staff, post vacant 4th January, 1950. Salary, first 
year £775 p.a., second year £890 p.a. Tenure of post 1 year, 
renewable for a further period of 1 year. Applicants should 
have held house appointments and had surgical experience, 
preference given to candidates holding Diploma of F.R.C.S. 

Applications, stating age, qualifications with dates, and 
particulars of experience, with copies of 3 recent testimonials or 
names of referees, should be forwarded to the Administrative 
Officer, Victoria Hospital, Blackpool. 

BLACKPOOL. VICTORIA HOSPITAL. (315 Beds.) Blackpool 
AND FYLDE HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT ANASTHETIST (B2), post vacant 17th December, 
1949. Tenable for 6 months. Female practitioners only are 
invited to apply. Post recognised for the D.A. Salary in 
accordance with Ministry of Health terms and conditions—i.e., 
first post held £350 p.a., second post held £400 p.a., third or 
subsequent post £450 p.a., less £100 for residential emoluments. 

Applications, stating age, qualifications with dates, and 
details of experience, with 3 recent testimonials or names of 
referees, should be sent to the Administrative Officer, Victoria 
Hospital, Blackpool. 

BEBINGTON. CLATTERBRIDGE GENERAL 
BEBINGTON, WIRRAL, CHESHIRE. (622 Beds.) HOUSE SUR- 
GEON (orthopedics). Appointment for 6 months. Salary 
£350-£450 p.a., according to experience, less £100 p.a. residence, 

Applications, with names of 2 referees, to Medical Superin- 

tendent. 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited from medical practitioners holding 
a higher qualification in medicine, for the joint appointment 
of MEDICAL REGISTRAR (B1) to the Bolton Royal Infirmary 
and Townleys Hospital. Salary and conditions of service 
in accordance with terms fssued by the Ministry of Health. 
Applications from practitioners holding Bl posts cannot be 
considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications,»experi- 
ence, &c., and names of 2 persons for reference, should be 
addressed to undersigned at the Royal Infirmary, Bolton. 

H. P. TRAVIS, Secretary. 

BOLTON AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. GERIATRIC UNIT. Required, HOUSE PHYSICIAN (B2). 
Successful candidate will reside at Townleys Hospital and 
should have an interest in geriatric and rheumatic work. Pref- 
erence given to candidates who have held either a medical or 
orthopedic post. Appointment for 6 months, with salary in 
accordance with the Ministry of Health terms and conditions 
of service. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, should be 
forwarded to undersigned at the Royal Infirmary, Bolton. 

H. P. Travis, Secretary. 

BRIGHTON. NEW SUSSEX HOSPITAL, Windlesham-road, 
BRIGHTON. (Ofticered by Women Doctors.) BRIGHTON AND 
LEWES HOSPITAL MANAGEMENT COMMITTEER. Applications invited 
from medical Women practitioners for post of HOUSE 
SURGEON (A). Duties to commence Ist January, 1950, for 
6 months. Salary £350-£450 p.a., according to experience, 
less £100 for residential emoluments. 

Applications, with age, nationality, qualifications, experience, 
and copies of recent testimonials, to be submitted to the 
Administrative Officer as soon as possible. 


BRADFORD CHILDREN’S HOSPITAL. 
RESIDENT HOUSE OFFICER (A) or (B2) required for 
6 months, from Ist January, 1950. This post offers excellent 
opportunity for training in all branches of pediatrics and the 
Hospital is recognised for the D.C.H. Salary £350—-£450 p.a., 
according to experience, less £100 p.a. for residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, should be forwarded 
to undersigned at the Royal Infirmary, Bradford. 

H. TRUSSON, Secretary, 

Bradford A Group Hospital Management Committee. 
BRADFORD ROYAL INFIRMARY. (510 Beds.) House Officers 
(A) or (B2), surgical, 2 required for 6 months each, vacant 
14th January and Ist February, 1950. Salary £350-£450, less 
a deduction of £100 for residential emoluments. R practitioners 
holding A posts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, to reach the 
undersigned by 13th December, 1949. 

H. TRusson, Secretary, 

Bradford A Group Hospital Management Committee. 
BRADFORD. ST. LUKE’S HOSPITAL. (1080 Beds.) Resident 
REGISTRAR (medical) required for 12 months from Ist 
January, 1950. Salary £775-£890 p.a., according to experience, 
less an appropriate charge for residence, yet to be decided. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, should reach 
undersigned at the Royal Infirmary, Bradford, by 20th December, 

b . TRUSSON, Secretary, 

Bradford A Group Hospital Management Committee. 
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BRADFORD. LEEDS ROAD HOSPITAL. (Hospital for Infectious 
Diseases—250 Beds.) Required, JUNIOR REGISTRAR 
(resident). Experience of infectious diseases desirable but not 
essential as appointee will be under the direction of a Con- 
sultant. Salary £670 p.a., less a charge of £150 p.a. for full 
residential emoluments. T he charge is provisional and may be 
varied later. Appointment subject to terms and conditions of 
_s ~ . for hospital medical staff laid down by the Ministry of 
ealth. 

Applications, giving full particulars of age, qualifications, and 
details of present and previous appointments, with names of 
2 referees, should be sent by 12th December, 1949, to L. R. 
LORIMER, Secretary, Bradford (B) Hospital Management Com- 
mittee, Midland Buildings, 12, Canal-road, Bradford. 
BRISTOL. FRENCHAY HOSPITAL. (630 Beds.) Cossham/ 
FRENCHAY HOSPITAL MANAGEMENT COMMITTEE, BRISTOL. 
Required, HOUSE SURGEON (B2) attached to the Neuro- 
surgery Unit for the South West Region, post vacant Ist 
January, 1950. Salary and conditions of service in accordance 
with terms issued by Ministry of Health (£400-£450 p.a., less 
£100 p.a. for board-residence). 6 months’ appointment in the 
first instance. R practitioners holding A posts may apply. 

Applications, stating age, qualifications, and experience, 
with names and addresses of 2 referees, should be submitted to 
~~ hme Frenchay Hospital, Bristol, by 10th December, 





BRISTOL. UNITED BRISTOL HOSPITALS. Required, Registrar 
(B1) in the Genito-urinary Department, post vacant Ist 
February, 1950, and appointment will be for 1 year in the first 
instance, renewable for a further period of 1 year. Appointment 
is a joint one with the Southmead General Hospital Group 
Management Committee and candidate appointed will be 
required to perform duties in the United Bristol Hospitals and 
in the Southmead General Hospital. Salary and terms and 
conditions of service will be as announced by the Ministry of 
Health for Registrars (3B). Post subject to National Health 
Service superannuation regulations. 

Applications, stating age, qualifications, experience, 
present post, with copies of 2 recent testimonials, 
with reference to experience in practical urology, should be sent 
by 15th December, 1949, with the names of 2 referees, to 

STEPHEN C. MERIVALE, Secretary to the Board. 

Royal Infirmary Branc h, Bristol, 2. 
BURLEY-IN-WHARFEDALE, near LEEDS. SCALEBOR PARK 
(ME AL HOSPITAL). Applic ations invited for following posts :— 
_ SENIOR REGISTRAR (B1) or REGISTRAR (B1), accord- 
ing to qualifications. Appointment is full-time at a salary of 
£1000 a year in the first year, £1100 in second year, £1200 in 
third year, and £1300 in any subsequent years for a Senior 
Registrar ; and £775 a year in first year, and £890 in second 
and any subsequent years for a Registrar. 


and 
especially 








JUNIOR REGISTRAR (B1). Appointment is full-time at a 
salary of £670. (non-resident). Accommodation is available for 
an unmarried applicant. 

Practitioners holding Bl posts should not apply unless 


ineligible for H.M. Forces. The Hospital, which is 4 miles from 
Ilkley, contains 289 Beds and has a high turnover of cases. 
All modern forms of therapy are carried out and outpatient 
clinics are conducted. 
Applications, with full particulars and names of 2 referees, 
should be sent to— E. W. BEst, Secretary, 
Ilkley and Otley Hospital Management Committee. 
_ Wharfedale Children’s Hospital, Menston, near Leeds. 
BURNLEY GENERAL HOSPITAL. (650 Beds.) Required, Junior 
E.N.T. REGISTRAR (B1). Salary and conditions of service in 
accordance with the new National Health Service terms. Post 
is non-resident. Candidates should have had experience in 
E.N.T. work 
Applications, with 5 of recent testimonials, to be received 
by 10th December, by J. WHEATCROFT, Secretary, Burnley 
and District Hospital RR Bt Committee, Victoria Hospital, 
ey. 
BURNLEY. VICTORIA HOSPITAL. 
HOUSE OFFICER (A), Male or Female, with surgical duties. 
Salary £350 p.a., less £100 p.a. for full residential emoluments. 
Applications, with copies of 3 testimonials, should be received 
by undersigned by 19th December, 1949. 
J. E. WHEATCROFT, Secretary, Burnley and 
District Hospital Management Committee. 
Victoria Hospital, Burnley. 
CAERPHILLY AND DISTRICT HOSPITAL, near Cardiff. (150 
Beds.) JUNIOR HOSPITAL MEDICAL OFFICER required 
immediately. Salary (if an officer appointed not less than 
2 years after registration) £700-£50-£1000 p.a. Duties mainly 
surgical. 
Applications, stating experience and qualifications, to the 
Secretary, Rhymney and Sirhowy Valleys Hospital Manage- 
ment Committee, Caerphilly and District Hospital, St. Martin’s- 
road, Caerphilly. 
CAERPHILLY AND DISTRICT HOSPITAL, near Cardiff. 
Beds.) HOUSE OFFICERS (A), 2 vacancies, required immedi- 
ately. One for E.N.T. and ophthalmic duties and the other 
for general surgical and medical duties. Salary £400 p.a. 
R_ practitioners within 3 months of qualification may apply, 
when appointment will be limited to 6 months. 
Applications, stating qualifications, with names of 2 referees, 
should be sent to the Secretary, Rhymney and Sirhowy Valleys 





(183 Beds.) Required, 


(iso 


Hospital Management Committee, Caerphilly and District 
Hospital, St. Martin’s-road, Caerphilly. 

COLCHESTER. ESSEX COUNTY HOSPITAL. (207 Beds.) 
CASUALTY OFFICER AND E.N.T. HOUSE SURGEON 


(A) or (B2) required for 6 months from 2nd January, 1950. 
Salary in accordance with terms of service issued by the Ministry 
of Health. 

Applications, with copies of 3 recent testimonials, should be 
forwarded to the Secretary, Colchester Group Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester. 
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COLCHESTER. SEVERALLS MENTAL HOSPITAL. (2027 Beds.) 
Applications invited for following appointments :— 

REGISTRAR, immediate vacancy. Accommodation available 
for single officer. Appointment subject to National Health 
Service superannuation regulations, and terms and conditions 
recently laid down by the Ministry of Health. Practitioners 
holding B1 posts not considered unless ineligible for H.M. Forces. 

HOUSE OFFICER (House Physician) first, second, or third 
year, also required. Salary £350, £400, or £450 p.a., according 
to year. 

There are excellent opportunities for up-to-date experience 
and postgraduate work in all branches of psyc hiatry, including 
treatment of neuroses. Opportunities will be given at the 
Hospital for clinical instruction for the D.P.M. 

Applications, stating full name, age, qualifications, and 
experience, with names of 2 referees, to undersigned within 14 
days of the appearance of this advertisement. 

A. M. COBBOLD, Secretary. 

CAMBRIDGE. THE UNITED CAMBRIDGE HOSPITALS. 
Required, HOUSE OFFICER (B2), Male or Female, resident, to 
the Departments of Dermatology, Ophthalmology, and Prediatrics 
at Addenbrooke’s Hospital, post vacant 26th January, 1950. 
Appointment limited to 6 months. Salary in accordance with 
terms and conditions of service for hospital medical and dental 
staff (gross salary between £350 and £450 p.a.). R practitioners 
holding A posts may apply. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 3 recent testimonials, should be sent 
by 17th December, 1949, to J. A. BEARDSALL, Secretary. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. Applications 
invited for appointment of MEDICAL REGISTRAR (inter- 
mediate) at Llandough Hospital. Salary in accordance with 
Ministry scale with appropriate deductions if resident. 

Applic ations, stating age, experience, and qualifications, with 
names of 2 referees, should be sent as soon as possible to 

ARNOLD TUNSTALL, 
Secretary and Principal Administrative Officer. 

U ae Cardiff Hospitals. 

Cardiff Royal Infirmary, Cardiff. Tas) rs 
CARLISLE. CUMBERLAND INFIRMARY. (289 1 Beds.) Required, 
Whole-time JUNIOR REGISTRAR (B1), post now vacant. 
Grading will be that of a Junior Registrar, and the salary, 
in accordance with terms and conditions of service of hospital 
medical and dental staff—£670 p.a., with an appropriate deduce 
tion in respect of board, lodgings, and other services provided. 
Appointee will normally be required to reside at the Cumberland 
Infirmary, Carlisle, but consideration will be given to applicants 
who desire to be non-resident. Successful applicant will act as 
deputy to the Senior Resident Surgical Officer at the Cumberland 
Infirmary, and as such will carry out a proportion of the emer- 
gency surgery and minor operations, in addition to being 
associated with the various surgical wards and daily duty in 
the Casualty Department. Duties may also require attendance 
at other hospitals in the group. 

Applications, giving details of qualifications and experience, 
with copies of 2 recent testimonials, should be sent to the 
Secretary, East Cumberland Hospital Management Committee, 
Cumberland Infirmary, Carlisle, by 17th December. 
CHELMSFORD AND ESSEX HOSPITAL, London-road, Chelms- 
FORD. (159 Beds.) HOUSE SURGEON (B2) required to 
commence early December. Salary according to National 
Health Service scale. 

Apply to Secretary, Hospital Management Committee— 
Chelmsford Group, London-road, Chelmsford. -s. 
CHELMSFORD AND ESSEX HOSPITAL, London-road, Chelms- 
FORD. (159 Beds.) CASUALTY OFFICER (B2) required to 
commence January. Salary: according to National Health 
Service scale. 

Apply to Secretary, Hospital Management 
Chelmsford Group, London-road, Chelmsford. 

AMENDED ADVERTISEMENT 
CHELMSFORD. BROOMFIELD HOSPITAL. Locum Registrar 
(general duties) required urgently from Ist December, 1949, to 
3ilst March, 1950, with possible extension to 3lst May, 1950. 
300 pulmonary tuberculosis beds with Chest Surgery Unit. 
Salary in accordance with national scale. 

Apply Physician-Superintendent. 
CHELMSFORD. ST. JOHN’S HOSPITAL. 
REGISTRAR (B1) required to commence 
grade Trainee Specialist III. 

Apply to Secretary, Hospital Management 
Chelmsford Group, L ondon- road, Chelmsford. 


CHESTER AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE x11. Applications invited from medical practitioners 
for post of SENIOR REGISTRAR to the Chest Services in 
this group. Preference given to persons holding a higher qualifi- 
cation in medicine. Candidates must have had extensive 
experience in general medicine, and special experience of diseases 
of the chest, including work in a sanatorium. Salary in accordance 
with terms and conditions of service of hospital medical and 
dental staff—i.e., £1000 p.a., rising to £1300 p.a. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, with names and addresses 
of 3 referees, to the Secretary, 5, King’s Buildings, Chester, 
soon as possible. 
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R. ARNOLD, Secretary to the Committee. 





CHESTER ROYAL panne Required, House Surgeon 
(A), Orthopedic Department. Appointment for 6 months, 
and subject to the National Health Service superannuation 
regulations. Salary £350 p.a., less £100 in respect of board and 
lodging, &c. R practitioners, ineligible for H.M. Forces or under 
25% years not having held an A post, considered. 
Applications, giving age, experience, and qualifications, with 
coum of 2 recent testimonials, should be forwarded immediately 
R. J. ARNOLD, Secretary, XIII Chester and District 
Hospital Management C ommittee, 5, King’s Buildings, Chester. 
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CHESTER ROYAL INFIRMARY. Required, Junior Registrar 
ANASTHETIST (resident). Salary in accordance with Ministry 
of Health scale for Junior Registrars. Applicants must have 
had considerable experience in anesthesia. Appointment 
initially for 1 year, but may be renewed. 

Applications, stating age, qualifications, and experience, with 
names and addresses of 2 referees, should be sent immediately 
to P. R. J. ARNOLD, Secretary, XIII Chester and District 
Hospital Management Committee, 5, King’s Buildings, Chester. 
CHESTER ROYAL INFIRMARY. Required, House Surgeon 
(A), Male or Female, to Gynecological and E.N.T. Departments. 
Appointment for 6 months; duties to commence 3rd January, 
1950. Salary in accordance with Ministry of Health scales. 
R practitioners, ineligible for H.M. Forces or under 25} years 
not having held an A post, considered. 

Applications, giving full particulars, with copies of 2 recent 
testimonials, should be sent immediately to P. R. J. ARNOLD, 
Secretary, XIII Chester and District Hospital Management 
Committee, 5, King’s Buildings, Chester. 

CHESTER ROYAL INFIRMARY Required, House Surgeon 
(A), Male or Female. Appointment for 6 months; duties to 
commence 15th December, 1949. Salary in accordance with 
Ministry of Health scales. R practitioners, ineligible for H.M. 
Forces or under 254 ‘ea not having held an A post, considered. 
, Applications, with 2 recent testimonials, should be sent 
immediately to P. R. J. ARNOLD, Secretary, XIII Chester and 
District Hospital Management Committee, 5, King’s Buildings, 
Chester. 

CHEDDLETON. ST. EDWARDS HOSPITAL, Cheddleton, near 
LEEK, STAFFS. Applications invited for appointments of :— 

PSYCHIATRIC REGISTRAR (B1). Salary £775 p.a. in 
first year and £890 in subsequent years, less deduction to be 
agreed for board and lodgings, &c. Flat available for married 
man. Previous psychiatric experience essential. 

JUNIOR PSYCHIATRIC REGISTRAR (B1). Salary £670 
p.a., less a deduction for board and residential quarters. Candi- 
dates should be single. Previous psychiatric experience not 
necessary. 

_ For both appointments applications, stating age, qualifica- 
tions, experience, &c., with copies of testimonials, to be sent 
immediately to the Medical Superintendent. 

CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. House 
PHYSICIAN required for 6 months from Ist January. Salary 
£350 p.a. if first post, £400 second, less £100 p.a. residence. 
R practitioners within 3 months of qualification eligible. 

Apply, with 3 testimonials, to the Secretary. 

COVENTRY GROUP No. 20 HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for under-mentioned posts. 
National scale of salaries :— 

Coventry and Warwickshire Hospital (352 Beds) 

REGISTRAR (non-resident) to the Radiotherapy Depart- 
ment. Appointment open to practitioners with or without 
D.M.R.T. and will provide full opportunities to acquire clinical 
experience for the diploma. The department is recognised for 
D.M.R.T. (Part II). Appointment for 12 months in the first 
instance. Salary on national scale according to qualifications. 

JUNIOR REGISTRAR (non-resident) to the Department of 
Physical Medicine. 

OUSE SURGEON (A) or (B2), to Central Accident Unit. 
Hospital of St. Cross, Rugby (182 Beds) 

SENIOR REGISTRAR ANAESTHETIST. 
recognised for the D.A. he 

Do nee stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, to the Secretary 
Group 20 _ Hospital Management Committee, Coventry and 
Warwickshire Hospital, Coventry. 

CROSS HOUSES HOSPITAL, near Shrewsbury. (183 Beds.) 
Required, 2 RESIDENT MEDICAL OFFICERS (B1). Prefer- 
ence given to those applicants with previous obstetrical experi- 
ence. Salary, according to previous post(s) held, £350, £400, or 
£450 p.a., with a deduction of £100 p.a. in each case for residential 
emoluments. Suitably qualified R practitioners holding B2 
appointments are invited to apply. 

Applications, stating age, qualifications, me oye ey 1 and 
experience, with copy testimonials, should be sent to the Medical 
Superintendent, Cross Houses Hospital, Cross Houses, near 
Shrewsbury. J. P. MALLETT, Secretary 

Shrewsbury Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 30th September, 1949. 


DAGENHAM SANATORIUM, Dagenham, Essex. Ilford and 
BARKING GROUP HOSPITAL MANAGEMENT COMMITTEE, GROUP 
no. 12. Applications invited from registered medical practi- 
tioners who have held previous appointments as House Physician 
or House Surgeon for post of RESIDENT REGISTRAR (B11). 
Preference given to candidates with experience in pulmonary 
tuberculosis. The Sanatorium has 128 Beds, all stages. 
Salary: first year £775 p.a., second year £890 p.a., less 
emoluments. 

Applications, with full details of previous experience, with 
copies of recent testimonials, should be sent to the Physician- 
Superintendent as soon as possible but not later than 13th 
December, 1949. Please indicate when available for duty. 
Further particulars can be obtained from Physician-Superin- 
tendent, Dagenham Sanatorium, Dagenham, Essex. 


DARTFORD, KENT. THE WEST HILL HOSPITAL. House 














Hospital 





SURGEON (A) required for Special Departments. Salary | 


£350 a year, with deductions at rate of £100 a year for full 
residential emoluments provided. R_ practitioners within 
3 months of qualification considered ; appointment limited to 
6 months. The Hospital is a large general hospital affording 
opportunities for wide experience; it is within 16 miles of 
London, with a very frequent train service. 

Applications, stating age, qualifications, experience, and the 
names of 2 persons to whom reference may be made, should be 
fae Surgeon-Superintendent, The West Hill Hospital, 

artford. 


DARTFORD HOSPITAL MANAGEMENT COMMITTEE. House 
PHYSICIAN (B2), Female, required for group medical staff. 
Appointment limited to 6 months, commencing Ist February, 1950. 
Salary £400 a year, with deductions at rate of £100 a year in 
respect of full residential emoluments provided. Appointee 
will be resident at the Bow Arrow Isolation Hospital, and will 
be required to undertake duties also at the River Hospitals, 
Joyce Green (General). 

Applications, stating age, qualifications, experience, and the 

names of 2 referees, to be sent to the Medical Superintendent, 
The River Hospitals, Dartford, Kent. 
DARTFORD. THE RIVER HOSPITALS (Joyce Green). House 
PHYSICIAN (A) required. Appointment limited to 6 months, 
commencing Ist February,,1950. Salary £350 a year, with 
deductions at rate of £100 a*year, in respect of full residential 
emoluments provided. R practitioners within 3 months of 
qualification or ineligible for H.M. Forces, considered. 

Applications, stating age, qualifications, experience, national- 

ity, and names of 2 persons to whom reference may be made, 
should be sent to the Medical Superintendent, The River 
Hospitals, Dartford, Kent. 
DAVYHULME. PARK HOSPITAL. (General Hospital—s00 Beds.) 
Applications invited from registered medical practitioners for 
posts of 2 HOUSE OFFICERS (A) or (B2), surgical, one vacant 
7th January, 1950, the other 3lst January, 1950. 6 months’ 
appointment. Salaries in accordance with terms of service 
issued by the Ministry of Health. £100 p.a. deducted for resi- 
dential accommodation and services. The Hospital is recognised 
for training for the F.R.C.S. diploma. Vacancies in the various 
departments occur periodically at Park Hospital, and Surgical 
House Officers are eligible for appointment to the posts of 
House Officers (medical and obstetrical) at the end of the 
— of service as Surgical House Officers when such vacancies 
exist. 

Applications by letter, with copies of 2 recent testimonials, 

the Secretary, West Manchester Hospital Management 
Committee, stating age, degrees, &c., whether R practitioners 
and details of appointments held, if any. : 
DAVYHULME. PARK HOSPITAL. (Genera! Hospital—500 Beds.) 
Applications invited from candidates who have held house 
appointments and had surgical experience for appointment of 
SURGICAL REGISTRAR (Bl). Salary and conditions in 
accordance with National Health terms and conditions of service 
of hospital medical and dental staff—i.e., £775 p.a.—£890 p.a. 
Suitably qualified R practitioners holding B2 posts, also those 
en B1 posts and ineligible for H.M. Forces, are invited to 
apply. 

Application forms and a“schedule of the duties may be 
obtained from the Secretary, West Manchester Hospital Manage- 
ment Committee, and must be returned by 9th December, 1949. 
DAVYHULME. PARK HOSPITAL. (General Hospita!—500 Beds?) 
Applications invited from candidates who have held house 
appointments and had suitable experience for appointments 
of MEDICAL REGISTRAR (B1) and OBSTETRICAL REGIS- 
TRAR (B1). Salaries and conditions in accordance with 
National Health Service terms for hospital medical and dental 
staff—i.e., £775 p.a.£890 p.a. Suitably qualified R  practi- 
tioners holding B2 posts, also those holding Bl posts and 
ineligible for H.M. Forces, are invited to apply. 

Application forms and a schedule of the duties obtainable 
from the Secretary, West Manchester Hospital Management 
Committee, and must be returned by 16th December, 1949. 
DEWSBURY AND DISTRICT GENERAL INFIRMARY. (116 Beds.) 
Required, HOUSE SURGEON (A), post vacant now. To share 
responsibility with Second House Surgeon for duty in Con- 
sultants’ clinics. Opportunity for experience in dealing with 
gynecological, orthopedic, and ophthalmic cases. Post tenable 
for 6 months. Salary in accordance with terms of service 
issued by Ministry of Health. Suitably qualified R practi- 
tioners may apply. 

Applications should be forwarded as soon as possible to— 

G. W. BATCHELOR, Secretary, 
Hospital Management Committee No. 11. 

20, Oxford-road, Dewsbury, 16th November. 1949. ) 
DORCHESTER. DORSET COUNTY HOSPITAL. (125 Beds.) 
Required, HOUSE PHYSICIAN (A) or (B2), Male, post vacant 
December. Post tenable for 6 months. Appropriate Ministry 
of Health scale of salary according to experience, less £100 p.a. 
for residence. R practitioners within 3 months of qualification 
or holding A posts may apply. 

Applications, giving age, qualifications, experience, and 
nationality, with copies of testimonials, to be sent to the 





Secretary, West Dorset Group Hospital Management Committee, 
Dorchester, Dorset, without delay. 
DRIFFIELD, E. YORKS. EAST RIDING GENERAL HOSPITAL. 
(304 Beds.) Required, HOUSE SURGEON (B2). Salary £400 
or £450 p.a. according to previous posts held, less £100 p.a. in 
respect of board, lodging, and other services provided. 
Applications, giving age, qualifications, and details of previous 
experience, should be addressed to the Secretary, East Riding 
Group Hospital Management Committee, Westwood Hospital, 
Beverley, Yorks. 
DRIFFIELD, E. YORKS. NORTHFIELD SANATORIUM. (80 Beds.) 
Required, RESIDENT HOUSE OFFICER (B2). Salary £400 
or £450 p.a. according to previous posts held, less £100 p.a. 
in respect of board, lodging, and other services provided. 
Applications, giving age, qualifications, and details of previous 
| experience, should be addressed to the Secretary, East Riding 
| Group Hospital Management Committee, Westwood Hospital, 
| Beverley, Yorks. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 Beds.) Derby 
AREA NO. 1 HOSPITAL MANAGEMENT COMMITTEE. Required, 


HOUSE PHYSICIAN (A) or (B2), post vacant immediately. 
Salary in accordance with national scale for House Officers. 

Applications, giving full details and 2 names for reference, 
should be addressed to the Secretary, Derbyshire Royal 
Infirmary, Derby. 
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DERBY NO. 2 HOSPITAL MANAGEMENT COMMITTEE 
invite applications for post of SENIOR REGISTRAR to assist 
the Chest Physician at clinics in the Derby and Derbyshire area. 
Remuneration in accordance with the terms and conditions of 
service of hospital medical and dental staffs (England and Wales) 
—viz., £1000 p.a., rising by annual increments of £100 to £1300 
p.a. "Appointee will be required to reside in Derby and will 
be subject to the direction of the Consultant, Dr. C. Kingston, 
M.R.C.S., L.R.C.P., D.P.H., and expected to work at any, or all, 
of the following clinics :— 

Alfreton Tuberculosis Clinic. 

County Dispensary, Derby. 

Ilkeston Tuberculosis Clinic. 

Long Eaton Tuberculosis Clinic. 

Matiock Tuberculosis Clinic. 

Applications, stating age, experie e" and qualifications, 
to be forwarded by 17th December, 1949, : 

Bn. A. ‘Ww HITE, Secretary. 
Babington House, Belper, Derby. 
DEVONPORT. ALEXANDRA MATERNITY HOME. (50 Beds.) 
Required, RESIDENT MEDICAL OFFICER (B2), _ post 
vacant 6th January, 1950. Salary and conditions of service in 
accordance with the new National Health Service terms. R 
practitioners holding A posts and who have not completed a 5 
months’ tenure of those posts may apply when appointment 
will be limited to 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 

ARTHUR R. CAsuH, Secretary, 

Plymouth, South Devon and East Cornwall 
General Hospital Management Committee. 
c/o South Devon and East Cornwall Hospital, 
Greenbank-road, Plymouth. 

DEVONPORT. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Required, HOUSE SURGEON (A) to the Second 
Surgical Firm, with casualty duties, post vacant forthwith. 
Salary and conditions of service in accordance with the new 
National Health Service terms. Practitioners within 3 months 
of qualification and liable under the National Service Acts 
may apply, when appointment will be for 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 

ARTHUR R. CasH, Secretary, 
Plymouth, South Devon and East Cornwall 
General Hospital Management Committee. 
c/o South Devon and East Cornwall Hospital, 
Greenbank-road, Plymouth. 

DEVONPORT. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Required, SENIOR HOUSE SURGEON (B32), 
post vacant 20th December, 1949. Salary and conditions of 
service in accordance with the new National Health Service 
terms. R practitioners holding A posts and who have not 
completed a 5 months’ tenure of those posts may apply, when 
appointment will be limited to 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 

ARTHUR R. Casu, Secretary, 

Plymouth, South Devon and East Cornwall 
General Hospital Management Committee. 
DUDLEY. THE GUEST HOSPITAL. (154 Beds.) Dudley, Stour- 
BRIDGE AND DISTRICT HOSPITAL GROUP, BIRMINGHAM REGION. 
Required, HOUSE OFFICER (Resident. Casualty) (A) or (B2), 
post now vacant and tenable for 6 months. Salary £350-£450 
p.a., according to the number of posts previously held. A deduc- 
tion of £100 p.a. in respect of residential emoluments will be 
made. R practitioners within 3 months of qualification or 
holding A posts may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience, and details of previous appointments, with 
copies of 3 recent testimonials, to H. RayMOND Hurst, Secretary 
to the Management Committee, The Guest Hospital, Dudley. 
DUDLEY. THE GUEST HOSPITAL. Dudley, Stourbridge and 

TRICT HOSPITAL GROUP, BIRMINGHAM REGION. Required, 
HOUSE OFFICER (Resident Ansesthetist) (A) or (B2), post 
now vacant and tenable for 6 months. Salary £350-£450 p.a., 
according to the number of posts previously held. A deduction 
of £100 p.a., in respect of residential emoluments will be made. 
R practitioners within 3 months of qualification or holding 
A posts may apply. 

Applications, ey | age, nationality, qualifications with 

dates, with copies of 3 recent testimonials, to H. RAYMOND 
Horst, Secretary to the Management Committee, The Guest 
Hospital, Dudley, Worcs. 
EDINBURGH NORTHERN HOSPITALS BOARD OF MAN- 
AGEMENT. 2 MEDICAL REGISTRARS (B1) required for 
this Group. There are approximately 380 medical beds with 
undergraduate and postgraduate teaching and facilities for 
research. Salaries £775 p.a. in the first year of appointment 
and £890 p.a. in second and any subse quent years with, in 
each case, a deduction at rate of £100 p.a. in respect of board, 
lodging, and other services if provided. 

Applications, with copies of recent testimonials, to be sent 

to the Medical Superintendent, Western General Hospital, 
Edinburgh, 4, as soon as possible. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (518 Beds.) 
Required, NON-RESIDENT MEDICAL REGISTRAR (B11), 
first year, post vacant now. Applicants should have held 
previous hospital appointments and have had special experience 
in general medicine and peediatrics. Ministry of Health condi- 
tions and scale—viz., first year £775 p.a., second year £890 
p.a. Appointment for 2 years in the first instance; extension 
considered if desired. Applications from practitioners holding 
Bl posts not considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to the Secretary, Enfield 
Group Hospital Management Committee, Chase Farm Hospital, 
Enfield, by 17th December, 1949. 
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ENFIELD. CHASE FARM HOSPITAL, The Ridgeway, Enfield. 
(518 Beds.) RESIDENT ANAESTHETIC REGISTRAR (B1) 
first year required for work at this and other hospitals in the 
group. Appointment vacant now. Applicants should have 
held previous. hospital appointments and have had special 
experience in the administration of anzesthetics. Preference 
given to candidates holding the D.A. Duties as directed by the 
Senior Aneesthetist. Salary, first year £775 p.a., second and 
any subsequent years £890 p.a., less deduction of £135 p.a. for 
board, lodging, and laundry. 2 years’ appointment in the first 
instance. Applications from practitioners holding Bl posts 
cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications, and 

experience, with names of 2 referees, to be submitted to the 
Secretary, Enfield Group Hospital Management Committee, 
Chase Farm Hospital, by 10th December, 1949. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD invite applica- 
tions for whole-time appointment of SENIOR REGISTRAR IN 
RADIOLOGY at the Peterborough and District Memorial 
Hospital and Annexes (215 Beds), the Stamford, Rutland, and 
General Infirmary (105 Beds), and other hospitals in the Peter- 
borough Hospital Manageme nt Committee group. The terms 
and conditions of service for hospital medical and dental staff 
will apply. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments, with names of 
3 referees, should be sent by 19th December, 1949, to undersigned. 
Candidates are invited to visit the hospitals by arrangement 
with the Radiologist at Petethenenae. 

K. V. F. Morron, Secretary. 
117, Chesterton-road, Cambridge. 


EDGWARE GENERAL (formerly Redhill County) HOSPITAL, 
EDGWARE, MIDDLESEX. Required, RESIDENT CASUAL TY 
OFFICER (B2). Salary £400-£450 p.a., according to experience. 
Deduction of £100 p.a. for board, lodging, &c. 6 months’ 
appointment terminable by 1.«month’s notice. Practitioners 
holding B2 posts cannot be considered unless ineligible for 
H.M. Forces. 

Applications, stating age, qualifications, experience, and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital as soon as possible. 
GLOUCESTER. GLOUCESTERSHIRE ROYAL HOSPITAL 
(ROYAL INFIRMARY). (250 Beds.) GLOUCESTER, STROUD AND 
THE FOREST HOSPITAL MANAGEMENT COMMITTEE. Required, 
JUNIOR REGISTRAR ANASTHETIST (B1) for 12 months 
in the first instance, duties to commence immediate ‘ly. Preference 
given to candidates with the D.A. Salary £670 p.a., ‘non-resident. 
Successful candidate will also be called upon to work at other 
hospitals in the group. 

Applicaticns, giving full particulars of past experience, 
qualifications, age, and nationality, should be sent to the 
Secretary, Gloucestershire Royal Hospital, Southgate-street, 
Gloucester. : 
GLOUCESTER, STROUD AND THE FOREST HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for post of 
HOUSE SURGEON (A) from Male registered practitioners. 
Salary £350 p.a., less a deduction of £100 for residential emolu- 
ments. Post tenable for 6 months in the first instance. 

Applications, with 2 copies of recent testimonials, to be sent 
to Medical Superintendent, Gloucestershire Roy al Hospital 
(City General Hospital), Gloucester. 

C. J. ADAMS, Secretary, 

Group Hospital Management Committee. 

GOODMAYES (MENTAL) HOSPITAL, Barley-lane, Goodmayes, 
ILFORD. (1250 Beds.) Required, REGISTRARS, Male or Female. 
There are 2 vacancies, 1 for Registrar and 1 for Junior Registrar. 
Opportunities exist for experience in all branches of psychiatry, 
including inpatient and outpatient work. The Hospital is 
situated conveniently within 10 miles of London, and facilities 
would be granted to attend postgraduate courses in psycho- 
logical medicine, with a view to obtaining the D.P.M. Candidates 
should have had experience in a general hospital, and in the 
case of the Registrar, in psychiatry. Salary for Junior Registrar 
£670 p.a., and for Registrar £775 p.a. in the first year and £890 
in the second and subsequent years, less £150 p.a., if resident. 
Appointment subject to National Health Service superannuation 
regulations. Applications from practitioners holding Bl posts 
cannot be considered unless ineligible for H.M. Forces. 

Applications, with copies of testimonials, should be sent to 

the Seeretary as soon as possible. 
GOSFORTH, NEWCASTLE UPON TYNE, 3. W. J. SANDERSON 
ORTHOPEDIC HOSPITAL. (142 Beds.) NEWCASTLE UPON TYNE 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (B2), resident, at above Hospital. The Hospital 
is for the treatment of children up to the age of 16 with ortho- 
peedic and surgical tuberculous conditions. Appointment for 
6 months. Salary in accordance with terms and conditions of 
service for hospital medical and dental staff. R practitioners 
holding A posts may apply. 

Applications, with names and addresses of 2 referees, should 

be sent to the Secretary of the Hospital. 
GRAVESEND AND NORTH KENT HOSPITAL. Medway and 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Required, 
CASUALTY OFFICER (A) (with charge of orthopedic and 
fracture beds), post vacant now. Salary in accordance with 
national scales for House Officers. To R practitioner post will 
be limited to 6 months. 

Applications, stating age, nationality and qualifications, 
with copies of recent testimonials, should be addressed to the 
Administrative Officer at once. ee pei 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. (229 
Beds.) E.N.T. HOUSE SURGEON AND PART CASUALTY 
OFFICER (B2) required. Post tenable for 6 months and will 
be vacant Ist January, 1950. Salary £400 or £450 p.a., according 
to experience, with deduction of £100 p.a. for emoluments. 

Applications, with copies of 3 testimonials, should be sent 
to the Secretary-Superintendent by 14th December, 1949. 
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GRIFFITHSTOWN, MON. COUNTY HOSPITAL. (206 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER required, post 
vacant from ist December, 1949. Duties are mainly surgical. 
Salary (for an officer appointed not less than 2 years after 
registration as a medical practitioner) £700 p.a., rising by 
increments of £50 to £1000 p.a., inclusive of emoluments. 

Applications, stating experience and qualifications, to T. A. 
JONES, Newport and East Monmouthshire Hospitals Management 
Committee, 17, Cardiff-road, Newport, Mon. 

GRIMSBY GENERAL HOSPITAL. (220 Beds.) Group No. 10 
GRIMSBY HOSPITALS ae? COMMITTEE. Applications 
invited for following posts now vacant :— 

RESIDENT HOUSE OFFICER (B2) for Orthopedic, 
Fracture, and Accident Service. Previous surgical experience 
an advantage, but orthopedic experience not essential. Post 
suitable for commencement of training in orthopsedics and 
fractures with opportunity for — experience. R practi- 
tioners within 3 months of qualification or holding A posts may 
apply. when a ppointment will be for 6 months. 

OUSE OF ‘ICER (A) or Ss. Male or Female. For general 
surgery, E.N.T. and Ophthalmic Departments. Hospital 
approved for the D.L.O. Appointment tenable for 6 months. 
R practitioners within 3 months of qualification or holding 
A posts may apply. 

savemmmesien for above posts in accordance with National 
Health Service terms and conditions of service of hospital 
medical and dental staff. 

Applications should be sent immediately to Administrative 
Officer, Grimsby General Hospital. 


HALIFAX GENERAL HOSPITAL. (425 Beds.) Required, 
HOUSE SURGEON (B2), Male or Female, post vacant 1st 
January, 1950, at above Hospital. Salary within range £350- 
£450 p.a., including full residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 recent testimonials, to be addressed 
to the Secretary, Halifax Area Hospitals Management Com- 
mittee, Royal Halifax Infirmary, Halifax. 

HALIFAX. ROYAL HALIFAX INFIRMARY. (Resident Staff, 7.) 

SECOND HOUSE et age oa (A) or (B2) for orthopaedic 

and portion of casualty duty 

ie ak HOUSE SURGEON Ua) or (B2) for Ophthalmic and 

-T. Departments and portion of casualty duty. 

6 pea a posts, Male or Female, now vacant. Salary £350- 
£450 p.a., according to experience, inclusive of emoluments. 
R practitioners eligible for H.M. Forces holding A post not 
considered. 

Applications, stating age, sex, nationality, qualifications, 
experience, and copies of 3 testimonials, to the Secretary, 
Halifax Area Hospitals Management Committee, Royal Halifax 
Infirmary, Halifax. 

_ 7th September, 1949. 

HEREFORD. COUNTY HOSPITAL. (333 Beds.) Herefordshire 
HOSPITAL MANAGEMENT COMMITTEE, GROUP 10. Applications 
invited for appointme nt of 2 HOUSE OFFICERS (B2). Prefer- 
ence will be given to applicants who have held resident surgical 
and medical posts in a general hospital. Salary £400 p.a., less 
£100 for residential emoluments. Suitably qualified R practi- 
tioners holding A posts may apply. 

Full information regarding the vacancies obtainable from the 
Medical Superintendent, County Hospital, Hereford, and applica- 
tions must be received within 14 days of the appearance of this 
advertisement. - 
HERTFORD COUNTY HOSPITAL, Hertford, Herts. (171 Beds.) 
Required, HOUSE SURGEON (B2), Male, second or third 
post held, duties to commence 20th December, 1949. 6 months’ 
appointment. Preference given to applicants who have held 
resident surgical and medical posts in a general hospital. Salary 
£400-£450 p.a., less £100 for residential emoluments. R practi- 
tioners holding A posts may apply. 

Applications to the Secretary, Mr. P. Brooks, Hertford 

No. 1 Group Hospital Management een e, Hertford 
County Hospital, Hertford, Herts. 
HUDDERSFIELD ROYAL INF! yy tonal (321 Beds.) Huddersfield 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
PHYSICIAN AND HOUSE SURGEON (B2) to the E.N.T. 
and Eye Department (combined appointment), to commence 
as soon as possible. Salary in accordance with terms and 
conditions of service for hospital medical and dental staff, with 
full residential emoluments. R practitioners holding A posts 
may apply, when appointment will be limited to 6 months. 

Applications, together with copies of 3 recent testimonials, 
as soon as possible to— 

. J. JOHNSON, Secretary to the Management Committee. 

Huddersfield Royal Infirmary. 

HUDDERSFIELD ROYAL INFIRMARY... (321 Beds.) Resident 
ANAESTHETIST (A) required to commence duties immediately. 
Salary in accordance with scales laid down in terms and condi- 
tions of service of hospital medical and dental staff, with full 
residential emoluments. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may apply, 
when appointment will be for 6 months. 

Applications, with copies of 3 recent testimonials, to be sent 
as soon as possible to— 











H. J. JOHNSON, Secretary 
Huddersfield Hospital Management Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) House 
SURGEON (A) to the Gynecological and Abnormal Maternity 
Department, required to commence duties 19th-December, 1949. 
Salary in accordance with terms and conditions of service for 
an medical and dental staff, with full residential emolu- 
ments. 
Applications, with copies of 3 recent testimonials, to be 
addressed as soon as possible to— 
H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 
The Royal Infirmary, Huddersfield. 





HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) House 
SURGEON (A) required to commence duties Ist January, 
1950. Salary in accordance with terms and conditions of service 
for hospital medical and dental staff, with full residential 
emoluments. 
Applications, with copies of 3 recent testimonials, to be 
addressed as soon as — to— 
H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) House 
SURGEON (A) required to commence duties as soon as pos- 
sible. Salary in accordance with terms and conditions of service 
for hospital medical and @é€ntal staff, with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for 6 months. 
Applications, with copies of 3 recent testimonials, to be 
addressed as soon as possible to— 
H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD RC YAL INFIRMARY. (32! Beds.) Applications 
invited from registered medical practitioners for full-time, 
non-resident appointment, of E.N.T. REGISTRAR. Higher 
qualifications desirable. Salary in accordance with terms and 
conditfons of service for hospital medical and dental staff. 
Applications, with copies of 3 recent testimonials, to be sent 
as soon as possible to— 
H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 
Huddersfield Royal Infirmary. 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) Huddersfield 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited from 
registered medical practitioners for the full-time non-resident 
appointment of ORTHOPADIC REGISTRAR. Higher 
qualifications desirable. Salary in accordance with terms and 
conditions of service for hospital medical and dental staff. 

Applications, together with copies of 3 recent testimonials, 

as soon as possible to— 
J. JOHNSON, Secretary to the Management Committee. 
Huddersfield Royal Infirmary. 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) Junior 
REGISTRAR (resident) required for casualty duties. Salary 
in accordance with terms and conditions of service of hospital 
medical and dental staff—£670 a year, less £150 a year in 
respect of residential emolunients. 

Applications, with copies of 3 recent testimonials, te be 
addressed immediately to— 

H. J. JOHNSON, Secretary, 
Huddersfield Hospital Mana gement Committee. 
The Royal Infirmary, Huddersfield. 
HOVE GENERAL HOSPITAL. Brighton and Lewes Hospital 
MANAGEMENT COMMITTEFR. Required, HOUSE PHYSICIAN (A), 
Male or Female. Appointment for 6 months from Ist January, 
1950. Salary £350-£450 p.a., according to experience, less £100 
p.a. for residential emoluments. ; 

Applications, stating age, qualifications, nationality, experi- 

ence, with copies of 3 recent testimonials, should be sent to 
the Administrative Officer, Hove General Hospital, Hove, 3, 
by 15th December, 1949. 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HULL ROYAL INFIRMARY. Applications invited for post of 
OPHTHALMIC HOUSE SURGEON (B2), vacant January, 
for duties at the Hull Royal Infirmary and the Victoria Hospital 
for Sick Children. Recognised for D.O.M.S. Salary in accord- 
ance with terms .and conditions of service of hospital medical 
staff. Appointment for 6 months, terminable by 1 month’s 
notice either side. 

Forms of application obtainable from, and returnable as soon 
as possible to, the Administrative Officer, Hull Royal Infirmary. 

R. J. CARLESS, Secre tary to the Committee. 

HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) Required, 
JUNIOR HOUSE OFFICER (A) or (B2), surgical, post resident, 
tenable for 6 months. National service terms and conditions 
(£350, £400, or £450 p.a., according to experience, less £100 p.a. 
for full residential emoluments}. R practitioners ineligible for 
H.M. Forces or under 25} years not having held similar post 
considered. 

Applications should be addressed to the Administrative 
Officer at the above address. 

2. J. CARLESS, Secretary, 
Hull A Group Hospital Management ‘Committee. 
HULL ROYAL INFIRMARY. Required, Casualty Officer (A). 
Post tenable for 6 months. Salary £350 p.a., less £100 for 
residential emoluments. RK practitioners within 3 months of 
qualification may apply. 

Forms of application obtainable from, and should be returned 
as soon as possible to, the Administrative Officer, Hull Royal 
Infirmary. R. J. CARLESS, Secretary, 

Tull A Group Hospital Management Committee. 
HULL ROYAL INFIRMARY. Required, House Surgeon (B2) 
at the Sutton Branch Hospital. Salary in accordance with 
terms and conditions of service for hospital medical and dental 
staff, full residential emoluments. Appointment for 6 months 
and terminable by 1 month’s notice on either side. 

Forms of application obtainable from, and should be returned 
as soon as possible to, the Administrative Officer, Hull Royal 
Infirmary. R. J. CARLESS, Secretary 

Hull A Group Hospital Manage ment Committee. 


ILKLEY. THE HOSPITAL, Middleton- mie eT near Ilkley. 
(Hospital for Tuberc ulosis—510 Beds.) LOCUM TENENS 
required from ist December for indefinite period. Salary 
10 guineas weekly, resident. 
Applications to— J. W. THomas, Secretary to the 
Hospital Management Committee No. 20. 
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IPSWICH GENERAL HOSPITAL. (301 Beds.) House Physician 
(A) or (B2) required 11th December. Salary and conditions in 
accordance with national scale. 

Applications, with full particulars, to JoHN WHLLIAMs, 
Secretary, Ipswich Group Hospital Management Committee, at 
the East Suffolk and Ipswich Hospital. 





ISLEWORTH. WEST MIDDLESEX HOSPITAL. House Officer, 
resident, Peediatric Unit. Salary terms and conditions in accord- 
ance with approved scales for hospital medical staff. 

Applications (endorsed ‘‘ House Officer, Peediatric Unit, 
W.M.H.”), stating age, nationality, qualifications, with copies 
of 3 recent testimonials, to the Secretary, South West Middlesex 
Hospital Management Committee, 1, Churchfield-road, Ealing, 
W.13, by 6th December, 1949. 





ISLEWORTH. WEST MIDDLESEX HOSPITAL. Tuberculosis 
REGISTRAR required for male and female Tuberculosis Wards 
and half-time at Ealing Chest Clinic. Candidates must have 
experience in tuberculosis and preferably hold higher qualifica- 
tion. Salary £775 p.a. first year, rising to £890 p.a. Post normally 
for 2 years. 

Applications (endorsed ‘“‘ Tuberculosis Registrar, W.M.H.’’), 
stating age, nationality, qualifications with dates, and details 
of experience, with copies of 3 recent testimonials, to the 
Secretary, South West Middlesex’ Hospital Management Com- 
mittee, 1, Churchfield-road, Ealing, W.13. Closing date 19th 
December, 1949. 

KETTERING AND DISTRICT GENERAL HOSPITAL. Required, 
HOUSE SURGEON in Casualty and Traumatic Surgery Depart- 
ments. Salary according to scale. Appointment in the first 
instance for 6 months. R practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply. 

Applications, stating age, qualifications, &c., with copies of 
1-3 testimonials, should be sent as soon as possible to— 

G. H. FENNELL, Assistant Secretary. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston-upon- 
THAMES, SURREY. (600 Beds.) Applications invited from suitably 
qualified and experienced medical practitioners for following 
appointments :— 

(a) JUNIOR REGISTRAR, Fracture and Casualty Depart- 
ment. Salary £670 p.a., with a deduction for emoluments. 
ae YE for 1 year in the first instance. 

(6) HOUSE OFFICER (anesthetics). 

HOUSE OFFICER (pediatric). 

_ HOUSE OFFICER (Fracture and Casualty Department). 

Salary £450 p.a., with a deduction of £100 p.a. for emoluments. 

(c) 2 HOUSE OFFICERS (general surgery). 

HOUSE OFFICER (general medicine). 

Salary £400 or £450 p.a., according to experience, with a deduc- 
tion of £100 p.a. for emoluments. 

House Officer appointments will be tenable for 6 months. 

Applications by letter, stating age, qualifications, and experi- 
ence, with copies of 1-3 recent testimonials (or the names of 3 
referees), should reach the Medical Superintendent of the Hospital 
by 7th December, 1949. 

LORD AUCKLAND, Secretary; 

. Kingston Group Hospital Management Committee. 
LANCASTER MOOR HOSPITAL, L . (Regi | Mental 
Hospital—3000 Beds.) Applications invited for following full- 
time resident appointments :— 

(a) JUNIOR PSYCHIATRIST REGISTRAR (B1). Prefer- 
ence given to candidates who have held house appointments 
in general hospitals. 

(6) PSYCHIATRIST REGISTRAR (B1). Candidates must 
have had previous experience in psychiatry and hold or are 
studying for the D.P.M. 

Opportunities exist for gaining experience in all branches of 
psychiatry, including research. Married quarters or an 
unfurnished house available on-the estate, for which deductions 
will be made accordingly. Salaries in accordance with Ministry 
terms and conditions of service for hospital medical and dental 
staffs. R practitioners holding B1 posts cannot be considered 
unless they are ineligible for H.M. Forces. 

Applications, giving details of age, qualifications, experience, 
&c., with names of 2 referees, to be sent to the Medical 
Superintendent. 

LIVERPOOL, 14. BROADGREEN HOSPITAL. Applications 
invited for post of JUNIOR MEDICAL REGISTRAR (B1) 
for both inpatient and outpatient duties with a medical Unit 
at above Hospital. Salary in accordance with the Ministry’s 

scale—i.e., £670 p.a. 

Applications, giving full details of experience, qualifications, 
and names and addresses ‘of 2 referees, should be forwarded 
by 15th December, 1949, to H. BLyTHE, Secretary. 

Broadgreen Hospital, Edge Lane-drive, Liverpool, 14, 

November, 1949. (2086.) 

LIVERPOOL. WATERLOO AND DISTRICT GENERAL HOS- 
PITAL. (48 Beds.) Required, HOUSE OFFICER (A) or (B2) 
for 6 months. Salary within range of £350—£450 p.a., according 
to experience, less £100 for residential emoluments. Practi- 
tioners within 3 months of qualification may apply. 

Application, on forms obtainable from undersigned, should 
be made as soon as possible. 

F. J. WATKINS, Secretary, 
North Liverpool Hospital Management Committee. 

Walton Hospital, Liverpool, 9. 

LIVERPOOL. CITY HOSPITAL NORTH (infectious Diseases). 

(162 Beds; 81 at present occupied.) Required, HOUSE 
OFFICER (A) or (B2). 6 months’ appointment. Salary 
£350-—£450 p.a., according to experience, less £100 for residential 
emoluments provided. Practitioners within 3 months of: quali- 
fication may apply. 

Application, on forms obtainable from undersigned, should 
be made as soon as possible. 

F. J. WATKINS, Secretary, 
North Liverpool Hospital Management Committee. 

Walton Hospital, Liverpool, 9. 
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LIVERPOOL, 6. BELMONT ROAD HOSPITAL. Applications 
invited for under-mentioned vacancies (A) or (B2) :— 

(1) HOUSE PHYSICIAN. 

(2) HOUSE PHYSICIAN (psychiatry). 

(3) HOUSE PHYSICIAN (chest). 

(4) ADMISSION ROOM AND CASUALTY OFFICER. 
Salaries in accordance with the Ministry’s scale—i.e., £350 
p.a. for first post held, £400 p.a. for second post held, £450 p.a. 
for third and subsequent posts held. Subject in the case of posts 
3 and 4 to an additional weighting of £50 p.a., as authorised by 
the Ministry. A deduction of £100 p.a. will be made in respect 
of residential emoluments. 

Applications, giving full details of qualifications, previous 
experience, and stating for which post a preference is held, 
should be forwarded, with names of 2 referees, by 10th December, 
1949, to H. BLYTHE, Secretary. 

Broadgreen Hospital, Edge Lane-drive, Liverpool,-14. 

November, 1949. (2080.) ao eee ove | 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. Applica- 
tions invited from registered medical practitioners, Male and 
Female, for post as HOUSE SURGEON (A) or (B2) to Skin, 
Eye, and E.N.T. Departments at the City Branch of the Royal 
Liverpool Children’s Hospital for the period to 31st March, 
1950. Salary in accordance with the agreed terms and conditions 
of service. R practitioners holding A posts or within 3 months 
of qualification may apply. 

Applications, with full details, should be sent as soon as 
possible to— A. V. J. HINDs, Secretary, 

The United Liverpool Hospitals. 

80, Rodney-street, Liverpool, 1, 23rd November, 1949. 
LIVERPOOL, 9. FAZAKERLEY HOSPITAL. Liverpool and 
DISTRICT FAZAKERLEY GROUP OF HOSPITALS MANAGEMENT 
COMMITTEE. Required, RESIDENT HOUSE OFFICER. 
Salary £400-£500 p.a. (including £100 payable for residential 
emoluments), according to number of posts previously held. 
Previous hospital experience‘ desirable, with preference to 
candidates who have held a post in a children’s hospital. The 
Hospital is the teaching centre for infectious diseases in the 
University of Liverpool and also admits a variety of general 
peediatric cases. Successful candidate will be encouraged to 
make use of teaching facilities available elsewhere in Liverpool. 
Appointment in first instance for 6 months. 

Applications should be sent to the Physician-Superintendent 
at_above address by 17th December, 1949. Rea kite 
LIVERPOOL, 13. MILL LANE HOSPITAL. Required, Resident 
HOUSE PHYSICIAN (A) or (B2). Appointee will be the sole 
Resident Medical Officer, and there will be clinical supervision 
by the Visiting Consultant in Infectious Diseases. Mill Lane 
Hospital has accommodation for 144 patients and admits the 
usual infectious diseases. Salary in accordance with the Minis- 
try’s scale—i.e., £350 p.a. for first post held, £400 p.a. for second 
post held, £450 p.a. for third and subsequent posts held. / 
deduction of £100 p.a. will be made in respect of residential 
emoluments. 

Applications, giving full details of experience, qualifications, 
and names and addresses of 2 referees, should be forwarded 
by 10th December, 1949, to H. BLYTHE, Secretary. 

Broadgreen Hospital, Edge Lane-drive, Liverpool, 14. 

November, 1949. (2075.) Ets re 
LIVERPOOL REGIONAL NEUROSURGICAL UNIT (75 Beds) 
at WALTON HOSPITAL, LIVERPOOL, 9. (1351 Beds.) Required, 
JUNIOR REGISTRAR or REGISTRAR IN NEURO- 
SURGERY (B1). Appointment normally for 12 months. 
Applicants should have held house appointments and previous 
experience in neurosurgery is desirable. Salary within range 
of £670-£890 p.a., according to qualifications and experience, 
less a deduction of £130 for residential emoluments if required. 

Application, on forms obtainable from undersigned, should 
be addressed to the Medical Superintendent immediately. 

F. J. WATKINS, Secretary, 

North Liverpool Hospital Management Committee. 
LIVERPOOL. WALTON HOSPITAL. (135! Beds.) Applications 
invited for posts of :— 

(a) HOUSE OFFICER (A) or (B2) for Orthopedic Depart- 


ment. 

(b) HOUSE SURGEON (A) or (B2). 

6 months’ appointments. Salary in each case within scale 
of £350-£450 p.a., less £100 for residential emoluments. R 
practitioners within 3 months of qualification or at present hold- 
ing A posts may apply. 

Full information and forms of application obtainable from 
undersigned and should be returned to the Medical Superin- 
tendent, Walton Hospital, Liverpool 9, immediately. 

F. J. WATKINS, Secretary to the Committee, 

North Liverpool Hospital Management Committee. 
LONGTON HOSPITAL, Longton, Trent. (55 Beds.) 
Required, HOUSE SURGEON (A), post vacant 5th December, 
1949, at above Hospital. Salary on scale £350-£450, according 
to experience. 

Applications, with suitable testimonials, should be addressed 
to the Secretary at the Hospital as soon as possible. 

THORNBURROW GIBSON, Secretary, 
Stoke-on-Trent Hospital Management Committee. _ 


MIDDLESBROUGH. ST. LUKE’S HOSPITAL. Newcastle upon 
TYNE REGIONAL HOSPITAL BOARD. Required, SENIOR REGIS- 
TRAR at above Hospital. Salary in accordance with terms and 
conditions of service of the hospital medical and dental staff 
(England and Wales). Unfurnished accommodation is available. 
Previous comprehensive psychiatric experience is essential and 
applicant should hold a D.P.M. Experience in modern analytical 
psychotherapy will be an advantage. Further particulars may be 
obtained from the Physician-Superintendent at the Hospital. 

Applications, giving age and relevant particulars, with copies 
of 1-3 recent testimonials and/or names of 3 referees to be sent 
to the Regional Psychiatrist, Newcastle upon Tyne Regional 
Hospital Board, ‘“‘ Blythswood South,’ Osborne-road, New- 
castle upon Tyne, 2, within 14 days. Canvassing will disqualify. 
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LINCOLN. BRACEBRIDGE HEATH HOSPITAL FOR MENTAL 
DISEASES. (1245 Beds.) LINCOLN NO. 2 HOSPITAL MANAGEMENT 
COMMITTEE. Required, JUNIOR REGISTRAR (B1), Male or 
Female. Salary in accordance with terms of service issued hy 
the Ministry of Health. There will be scope for work at out- 
patient clinics and in the use of modern psychiatric methods in 
the wards. Accommodation available for single person. 
Applications, with names of 3 referees, should be forwarded 
as soon as possible to the Medical Superintendent, Bracebridge 
Heath Hospital, near Lincoln. 
LINCOLN. BRACEBRIDGE HEATH HOSPITAL FOR MENTAL 
DISEASES. (1245 Beds.) LINCOLN NO. 2 HOSPITAL MANAGEMENT 
COMMITTEE. Required, HOUSE OFFICERS (B2), Male or 
Female. Salary in accordance with terms of service issued by 
the Ministry of Health. There will be ample opportunity for 
studying modern methods of treatment in psychiatry. 
Applications, with names of 2 referees, should be forwarded 
as soon as possible to the Medical Superintendent, Bracebridge 
Heath Hospital, near Lincom. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) Required, RESIDENT CASUALTY OFFICER, 
post now vacant. (This incorporates House Surgeon to the 
Orthopedic and Traumatic Injury Department and a small 
amount of V.D. work.) Post to fill vacancy of Bl grading. 
Salary £350 p.a., plus full residential emoluments. From 
Ist September, 1949, grading will be in accordance with National 
ealth Service salaries and conditions. 
Applications should be addressed as soon as possible to— 





Miss V. WELLS, Assistant Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) Required, RESIDENT ANASSTHETIST (B2). 
6 months’ appointment, commencing immediately. Salary £300 
or £350, according to previous number of appointments held, 
plus full residential emoluments. R practitioners holding A 
posts may apply. 

Applications as soon as possible to— 

Miss V. WELLS, Assistant Secretary. x 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) Required, RESIDENT HOUSE SURGEON (B2) 
to the E.N.T. and Ophthalmic Departments. 6 months’ 
appointment. Salary £400 p.a., less £100 for residential emolu- 
ments. R practitioners holding A posts may apply. 

Applications to be sent as soon as possible to— 

___Miss V. WELLS, Assistant Secretary. 
MAIDENHEAD HOSPITAL, St. Luke’s-road, Maidenhead, Berks. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE SURGEON (B2), post vacant 10th December, 1949. 
6 months’ appointment. Salary as for second post at £400 p.a., 
less £100 for residential emoluments. R practitioners holding 
A posts are invited to apply. 

Applications, giving age, qualifications, nationality, and 

enclosing copy testimonials, to be forwarded to the Superinten- 
dent-Secretary as soon as possible. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. (135 Beds.) 
MID-KENT HOSPITAL MANAGEMENT COMMITTEE, GROUP 13. 
Required, CASUALTY OFFICER (A), post vacant December, 
1949. 6 months’ appointment. Salary £350 a year, less £100 
for residential emoluments. R practitioners within 3 months of 
qualification may apply. 

Applications, stating age, nationality, qualifications, experi- 

ence, with names and addresses of 2 responsible persons to whom 
reference may be made as to professional ability and character, 
should be forwarded as soon as possible to the Administrative 
Officer at the Hospital. 
MARGATE. THE GENERAL HOSPITAL. 
THANET HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (B2). Appointment for 6 months. Salary £400-£450 
p.a., less £100 for residential emoluments. R practitioners holding 
A posts may apply. 

Applications, stating age and qualifications, with copies of 
3 recent testimonials, should be sent as soon as possible to the 
Administrator, The General Hospital, Margate. 
MARGATE. ROYAL SEA BATHING HOSPITAL. 
ISLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE SURGEON. Appointment for 6 months. Post affords 
special opportunities for the study of surgical tuberculosis. 
Salary £350-£450 p.a., according to experience, less £100 for 
residential emoluments. R practitioners within 3 months of 
qualification and those holding A posts may apply. 

Applications, stating age and qualifications, with copies of 
3 recent testimonials, should be sent as soon as possible to the 
Medical Superintendent, Royal Sea Bathing Hospital, Margate. 


MEXBOROUGH. MONTAGU HOSPITAL. (123 Beds.) Resident 
HOUSE SURGEON (A), required. Salary £400 p.a., less £100 
p.a. for residential emoluments (rate of salary approved by 
Ministry for this Hospital). Appointment subject to National 
Health Service superannuation regulations, and to medical 
examination. R practitioners ineligible for H.M. Forces or 
within 3 months of qualification considered. 

Applications, stating age, qualifications, experience, and 
nationality, with names of 3 referees, to be addressed to the 
Secretary to the Management Committee, Montagu Hospital, 
Mexborough, Yorks, as soon as possible. 


MANCHESTER. VICTORIA MEMORIAL JEWISH HOSPITAL, 
CHEETHAM, MANCHESTER, (Non-Sectarian—-104 Beds.) 
NORTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations invited for following resident posts :— 

HOUSE PHYSICIAN (B2), vacant middle of December, 1949. 

JUNIOR HOUSE SURGEON (A) for Special Departments, 

vacant 16th January, 1950. 
os ga CASUALTY OFFICER (A), vacant 30th January, 
5 


Salaries in accordance with Ministry of Health terms and 
conditions of service. 

Applications, with copies of 1-3 recent testimonials, to be 
submitted forthwith to M. GRUBER, Hospital Administrator. 




















(132 Beds.) Isle of 


(200 Beds.) 


| 


MANCHESTER REGIONAL HOSPITAL BOARD. Registrars, 
(chest diseases and tuberculosis). Applications invited for 8 
whole-time appointments tenable in Manchester and other 
centres in the region. Salary according to national scales: 
Junior Registrar £670 p.a., Registrar £775-£890 p.a. Senior 
Registrar £1000-£1300 p.a. Starting-point according to experi- 
ence, training, and qualifications. Appointment subject to 
national terms and conditions of service and to National Health 
Service superannuation regulations. Opportunities will be 
provided for experience in inpatient and outpatient diagnosis 
and treatment of pulmonary tuberculosis and of mass miniature 
radiography. 

Applications, with names and addresses of 3 referees, should 
be forwarded to the Senior Administrative Medical Officer, 
No. 1, North Parade, Pa®Sonage-gardens, Manchester, to be 
received by 10th December, 1949. Canvassing will disqualify. 

J. GIBBON, Secretary of the Board. 
(1479 Beds.) 
RESIDENT CLINICAL PATHOLOGIST (Junior Registrar 
grade). Previous experience in pathology not essential the post 
affording opportunities for gaining experience in sl) branches of 
clinical pathology. Salary and conditions of servicein accordance 
with Ministry of Health terms. 

Applications, stating age, experience, and qualifications, with 
names of 2 referees to be forwarded as soon as possible to 
A. H. KATES, Secretary, South Manchester Hospital Manage- 
ment Committee, Christie Hospital and Holt Radium Institute, 
Manchester, 20. 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. Mansfield 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited for 
appointment of SENIOR HOUSE SURGEON (B2). Duties 
will be principally in connexion with accident and orthopedic 
services but the person appointed also required to act as deputy 
to the Resident Surgical Officer. Salary £400-£450 p.a., less 
£100 in respect of residential emoluments, in accordance with 
terms and conditions issued by Ministry of Health. 

Applications, stating age, qualifications, with 
recent testimonials, to A. ASHWORTH, Secretary. 

** Oak Bank,” Crow Hill-drive, Mansfield, Notts. _ 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. (250 Beds.) 


copies of 2 


MANSFIELD HOSPITAL MANAGEMENT COMMITTEE. Required, 
CASUALTY OFFICER (B2). Post entails charge of the 


Casualty Department during the day-time with adequate off- 
duty. periods. Hospital serves a large mining area and the 
scope for experience is wide and varied. Salary £400—£450 p.a., 
with deductions of £100 in respect of residential emoluments. 

Applications, stating age, qualifications, and copies of 2 recent 
testimonials, to be forwarded as soon as possible to— 

A. ASHWORTH, Secketary. 

** Oak Bank,” Crow Hill-drive, Mansfield. - 
MINSTER. SHEPPEY GENERAL HOSPITAL. (125 Beds.) Medway 
AND GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Required, 
OBSTETRIC AND CASUALTY HOUSE SURGEON (A), post 
now vacant. Salary —£50 p.a. may be paid in addition to approved 
scales. To R practitioner appointment limited to 6 months. 

Applications, stating age, nationality, and qualifications, 
with copies of recent testimonials, to the Surgeon-Suverintendent 
immediately. 

MINSTER. SHEPPEY GENERAL HOSPITAL. Medway and 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Required, 
SENIOR HOUSE SURGEON (B1), post now vacant. Salary 

50 p.a. may be paid in addition to approved scales. Candidates 
holding B1 posts cannot be considered unless they are ineligible 
for H.M. Forces. : : 

Applications, stating age, nationality, and qualifications, 
with copies of recent testimonials, should be addressed to the 
Surgeon-Superintendent as soon as possible. _ ce Oe 
NEWARK DISTRICT HOSPITAL. (8! Beds.) Nottingham No.! 
HOSPITAL MANAGEMENT COMMITTEE. Required, RESIDENT 
MEDICAL OFFICER (B2), Male or Female, to commence duties 
immediately, for 6 months in the first instance. Salary £450, 
less a deduction of £100 p.a. in respect of board and lodging 
and other services provided. The variety of work available 
offers an excellent opportunity to obtain sound experience as 
the work involves medical and surgical duties, and includes 
Outpatient and Casualty Clinics. 

Applications, with copy references, should be sent to the 
Assistant Secretary, Newark District Hospital, London-road, 
Newark, as soon as possible. 


NEWCASTLE GENERAL HOSPITAL. Department of Urology. 
(46 Beds.) NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT 
COMMITTEE. Required, JUNIOR REGISTRAR or REGIS- 
TRAR (2), post vacant in December, 1949. Appointment is 
non-resident for 1 year. Salary according to the terms and 
conditions of service for hospital medical and dental staff. 
Applications, stating age, qualifications, dates and particulars 








of previous appointments, with 1 copy of 2 testimonials, or names 
and addresses of 2 referees, to be sent immediately to the 
Medical Superintendent, Newcastle General Hospital, 418, 
Westgate-road, Newcastle upon Tyne, 4 
NEWCASTLE UPON TYNE, 6. WALKER GATE HOSPITAL: 
Required, RESIDENT HOUSE OFFICER (B2) for duties 
concerned with pediatric and fever cases, together with routine 
work in an acute E.N.T. ward. It will be desirable that candi- 
dates should have experience in the above departments. Salary 
in accordance with National Health Service terms and conditions 
of service of hospital medical and dental staff. 

Applications should be sent to the Medical Superintendent. 

K. C. BOOKER, Secretary, ; 

Newcastle upon Tyne Hospital Management Committee. 


NEWPORT, MON. ROYAL GWENT HOSPITAL. (256 Beds.) 
Required, HOUSE OFFICER (medical). Salary £350-£450 p.a., 
according to number of previous posts held, less a deduction of 
£100 p.a. for full residential emoluments. 

Apply, with names of 2 persons for reference, to— 
17, Cardiff-road, Newport, Mon. 





T. A. JONES, Secretary. 
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NEWMARKET. WHITE LODGE HOSPITAL. (312 Beds.) East 
ANGLIAN REGIONAL HOSPITAL BOARD. Applications invited for 
whole-time appointment of REGISTRAR IN MEDICINE 
at above Hospital. Applicants should have held previous hospital 
appointments in medicine, and experience of chest diseases and 
pulmonary tuberculosis would be an advantage. Successful 
candidate required to reside in the Hospital. The terms, salary, 
and conditions of service for hospital medical and dental staff 
will apply. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments, with names of 3 
referees, should be sent by 19th December, 1949, to undersigned. 
Candidates are invited to visit the Hospital by direct arrange- 
ment with the Physician-Superintendent. 

K. V. F. Morron, Secretary. 

117, Chesterton-road, 


NEWMARKET. WHITE LODGE GENERAL HOSPITAL. (250 
Beds.) SOUTH WEST (NO. 1) GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Required, HOUSE SURGEON (A) or (B2), post 
now vacant. Appropriate Ministry of Health salary scale, with 
nay oo of £100 p.a. for residence. 

Applications, with copies of recent testimonials, to be made 
to the Medical Superintendent. 


NORWICH. 


Cambridge. 


ST. ANDREW’S MENTAL HOSPITAL, Thorpe, 
NORWICH. (1100 Beds.) ~ ANGLIAN REGIONAL HOSPITAL 
BOARD. Applications invited for whole-time appointment of 
SENIOR REGISTRAR IN PSYCHIATRY for duties at above 
Hospital and associated outpatient clinics in general hospitals 
in the area. The terms and conditiens of service for hospital 
medical and dental staffs will apply. 

Applications (16 copies), stating age, qualifications, 
details of present and previous appointments, with names of 
3 referees, should be sent by 19th December, 1949, to under- 
signed. Candidates are invited to visit the Hospital by direct 
arrangement with the Medical Superintendent. 

Vv. F. Morton, Secretary. 

117, Chesterton-road, ( ‘ambridge. 


NORWICH. NORFOLK AND NORWICH HOSPITAL. (440 

Beds.) Required, RESIDENT HOUSE PHYSICIAN (A) of 
(B2), post vacant Ist January, 1950. Appointment limited 
6 months. Salary in accordance with terms and conditions or 
service of the Ministry of Health. R practitioners within 3 
months of qualification may apply. 

Applications, stating age, qualifications, experience, with 
names of 1-3 referees, to be sent to the Secretary, Norwich, 
Lowestoft and Great Yarmouth (Group 8), Hospital Management 
Committee, St. Stephen’s-road, Norwich 


NOTTINGHAM CHILDREN’S HOSPITAL, 
NOTTINGHAM. (134 Beds.) 
appointments :— 

HOUSE PHYSICIAN (B2). 

CASUALTY OFFICER (A). 
Salary in accordance with national scales—i.e., £350, £400, or 
#450, less £100 for residential emoluments. The Hospital is 
recognised by the Conjoint Board for D.C.H. 

Applications, stating age, qualifications, and nationality, with 
2 testimonials, to be sent to— 

K. G. DRYDEN, Assistant Secretary. 

NOTTINGHAM. CITY HOSPITAL. (856 Beds.) Hospital Manage- 
MENT COMMITTEE, NOTTINGHAM NO. 2. Required, HOUSE 
PHYSICIAN. Appointment for 6 months. Salary within 
range £350-£450, less £100 for board and accommodation. 
Appointment mainly to the Geriatric Unit which comprises 


and 


Chestnut-grove, 
Applications invited for following 


2 medical wards and a number of long stay annexes. R prac- 
titioners within 3 months of qualification may apply. 
Applications, stating age, nationality, and qualifications, 


with copies of 1-3 testimonials, to be sent to the Lay Adminis- 
trator, City Hospital, Hucknall-road, Nottingham. 


NOTTINGHAM. THE HOGARTH RADIOTHERAPEUTIC 
CENTRE AT THE NOTTINGHAM GENERAL HOSPITAL. Required, 
JUNIOR REGISTRAR. Salary and conditions of service in 
accordance with the terms issued by the Ministry of Health. 
Appointment for 6 months in the first instance. ‘The position 
is one which would appeal to medical practitioners wishing to 
specialise in radiotherapy, and will include full opportunities 
for acquiring the necessary clinical experience for the Diploma 
of Radiotherapy. Applications from practitioners holding B1 
— cannot be considered unless they are ineligible for H.M. 

orces. 

Applications, with copies of 1-3 recent testimonials, to be 
sent as soon as possible to— 

HENRY M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. 


NOTTINGHAM GENERAL HOSPITAL. Required, Resident 

JUNIOR REGISTRAR in the Department of Pathology. 
‘Applicants must have held at least 1 junior house appointment, 
and preference given to those with previous experience in 
pathology. Post affords opportunities for gaining experience in 
all branches of pathology. Salary and conditions of service as 
laid down by the Ministry of Health. 

Applications, with names of 3 referees, to be addressed to the 
Secretary, Nottingham No. 1 Hospital Management Committee, 
General Hospital, Nottingham. 


NOTTINGHAM GENERAL HOSPITAL. (603 Beds, including 
“The Cedars”’ Branch Hospital.) Required, HOUSE SURGEON 
(A), Male or Female, for above Hospital... Duties to commence 
on or about 2ist December. Salary and conditions of service 
in accordance with the published conditions of the Ministry of 
Health. Practitioners within 3 months of qualification and 
liable under the National Service Acts may apply, when appoint- 
ment will be for 6 months. 
a, stating age, qualifications, 
ther with copies of testimonials, to be sent 
HENRY M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. 


and experience, 
to— 
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NOTTINGHAM GENERAL HOSPITAL. (603 Bete, attains 
“The Cedars” Branch Hospital) and RUDDINGTON 
AUXILIARY HOSPITAL. Required, RESIDENT ORTHOPAEDIC 
AND FRACTURE HOUSE SURGEON. Applicants should 
have had previous experience in fracture and orthopedic 
work. The Orthopedic Department serves a large industrial 
district and post offers exceptional experience in traumatic 
surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with national recom- 
mendations ; for first post £350, second £400, third and subse- 
quent posts £450, less deduction at rate of £100 p.a. for board, 
lodging, &c. Appointment for 6 months in the first instance. 
Appointment subject to National Health Service (Superannua- 
tion) Regulations, 1947/48. 

Applications, with copies of testimonials should be sent as 
soon as possible to— 

HENRY M. STANLEY, Secretary, 

Nottingham Area No. 1 Hospital Management Committee. 
we AND DISTRICT HOSPITAL MANAGEMENT COM- 

MITTEE. Applications invited for appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER (B1), non-resident, to act 
as Assistant Venereal Diseases Officer. Salary and conditions 
of service in accordance with the Ministry of Health terms— 
£700 (for an officer appointed not less than 2 years after registra- 
tion as a medical practitioner)-£50-£1600 p.a. Successful 
candidate required to work at clinics in Oldham, Rochdale, and 
Ashton-under-Lyne. 

Applications, stating age, nationality, experience, and names 
of 2 persons to whom reference may be made, should be forwarded 
to the Secretary, Oldham and District Hospital Management 
Committee, Central Offices, Rochdale-road, Oldham, Lancs, 
to be received. by 10th December, 1949. 

F. W. BARNETT, Secretary. _ 
OLDHAM. BOUNDARY PARK GENERAL HOSPITAL. (390 
Beds.) Required, OBSTETRICAL HOUSE SURGEON (A) 
Salary £350 p.a.—£450,p.a., according to the number of 





or (B2). 
positions previously held, less “£100 p.a. for residential emolu- 
ments. Appointment of a practitioner within 3 months of 
qualification and subject to National Service Acts would be 
ted to 6 months. 
Applications, containing details of qualifications and experi- 
ence, with copies of 2 recent testimonials, should be forwarded 


immediately to— 
F. W. Barnett, Secretary, Oldham and 
District Hospital Management Committee. 

Central Offices, Rochdale-road, Oldham. 
OLDHAM. BOUNDARY PARK GENERAL HOSPITAL. (390 
Beds.) Required, 2 RESIDENT HOUSE PHYSICIANS 
(A) or (B2). oe £350 p.a.—£450 p.a., according to the number 
of positions previously held, less £100 D. a. for residential emolu- 
ments. Appointment of a practitioner within 3 months of 
qualification and subject to National Service Acts would be 
limited to 6 months. 

Applications, containing details of qualifications and experi- 
ence, with copies of 2 recent testimonials, should be forwarded 


immediately to— 
F. W. BARNETT, Secretary, Oldham and 
District Hospital Management Committee. 
Central Offices, Rochdale-road, Oldham. 
OLDHAM. BOUNDARY PARK GENERAL HOSPITAL. 
Beds.) Required, HOUSE SURGEON (A) or (B2). 
£350 p.a.—€450 p.a., according to the number of positions 
previously held, less £100 p.a. for residential emoluments. 
Appointment of a practitioner within 3 months of qualification 
and subject to National Service Acts would be limited to 6 
months. 
Applications, containing details of qualifications and experi- 
ence, with copies of 2 recent testimonials, should be forwarded 
immediately to— 





NERAI ~ (390 
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F. W. BARNETT, Secretary, Oldham and 
District Hospital Management Committee. 

Central Offices, Rochdale-road, Oldham. 

PENDLEBURY. ROYAL MANCHESTER CHILDREN’S HOS- 
PITAL. SALFORD HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE PHYSICIAN (B2), Male or Female, 
House Officer status, post vacant 11th February, 1950. Appoint- 
ment for 6 months. Salary in accordance with the new terms 
and conditions of service for hospital medical staff, having 
regard to previous experience, less £100 p.a. for board and 
lodging. R practitioners within 3 months of qualification or 
holding A posts may apply. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 3 recent testimonials, to be sent to 
the Superintendent, Royal Manchester Children’s Hospital, 
Pendlebury, to be received by 3lst December, 1949. 
PERTHSHIRE. BRIDGE OF EARN HOSPITAL. (700 Beds.) 
BOARD OF MANAGEMENT FOR BRIDGE OF EARN AND KINROSS 
HOSPITALS. ee JUNIOR RESIDENT ANASTHETIST 
(A) or (B2). Salary £350-£450, according to experience, with a 


deduction of £100 for board, lodging, and laundry. Hospital 
recognised for the D.A. 
Applications, stating age, qualifications, experience, and 


nationality, with names of 3 referees, to be sent to the Medical 
Superintendent, Bridge of Earn Hospital, Perthshire. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road, PLYMOUTH. Required, HOUSE 
SURGEON (B2) to Casualty and Fracture Departments, post 
vacant 5th January, 1950. Salary and conditions of service in 
accordance with the new National Health Service terms. 
practitioners holding A posts and who have not completed 
a 5 months’ tenure of those posts may apply, when appointment 
will be limited to 6 months. 
Applications, stating age, wenteeens, and experience, with 
copy testimonials, should be sent 
ARTHUR R. Casn, Secretary, 
Plymouth, South Devon and East Corn all General 
Hospital Management Committee 
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PLYMOUTH. THE SOUTH DEVON AND EAST CORNWALL 
Fearne Greenbank-road, PLYMOUTH. Applications invited 

from registered dental practitioners for appointment of DENTAL 
HOUSE SURGEON (A), post vacant 8th December, 1949. 
Salary and conditions of service in accordance with the new 
National Health Service terms. Post recognised by the Royal 
College of Surgeons as fulfilling the requirements of candidates 
for the Fellowship in Dental Surgery. Practitioners within 
3 months of qualification and liable under National Service Acts 
may apply, when appointment will be for a period of 6 months. 

Applications, with copies of 1-3 recent testimonials, should 
be sent to— ARTHUR R. CasH, Secretary, 

The Plymouth, South Devon and East Cornwall 
General Hospital Management Committee. 

5th October, 1949. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Freedom Fields, PLyMouTH. Required, CASUALTY 
AND RECEIVING ROOM OFFICER (B2). Appointment, 
which affords excellent experience of a general character in 
both medicine and surgery, will be for 6 monthg-and terminable 
by 1 month’s notice on either side. Salary and conditions of 
service in accordance with the new National Health Service 
terms. R practitioners holding A posts and who have not 
completed a 5 months’ tenure of those posts may apply. 

Applications, stating age, nationale, quabieations, and 
experience, with 3 recent testimonials, should be sent to— 

ARTHUR R. CasH, Secretary, 

Plymouth, South Devon and East Cornwall General 
Hospital Management Committee. 
PONTYPOOL AND DISTRICT HOSPITAL. House Officer 
(surgical) is required at this Hospital, of 115 Beds. Salary 
£350-£450 p.a., according to number of previous posts held, 
less a deduction of £100 p.a. in respect of full residential 
emoluments. 

Apply, with names of 2 persons for reference, to— 

17, Cardiff-road, Newport, Mon. JONES, Secretary. 
POOLE GENERAL HOSPITAL. (184 Beds.) Bournemouth and 
tAST DORSET HOSPITAL MANAGEMENT COMMITTEE. Applications 
nvited for immediate vacancy of RESIDENT ANZSTHETIST 
(B2). Salary £400 p.a., less £100 p.a. for board and lodging. 
This Hospital is recognised for the D.A. 

Applications to be directed to the Secretary, 

Hospital, Dorset. 
PRESTON ROYAL INFIRMARY. Required, Resident House 
SURGEON to the Urological Department, post vacant from 
3ist December, 1949. Salary £350-£450 p.a., according to 
number of previous posts held, less £100 for re: side ntial emolu- 
ments, 6 months’ appointment in first instance. 

Applications, stating age and qualifications, with copy testi- 
monials, should be forwarded to- 

JOHN GIBSON, Secretary, Preston and 
Chorley Hospital Management Committee. 

Royal Infirmary, Preston. 

RAMSGATE. THE GENERAL HOSPITAL. 
THANET HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (B2). Appointment for 6 months. Salary £400- 
£450 p.a., less £100 for residential emoluments. R practitioners 
holding A posts may apply. 

Applications, stating age and qualifications, with copies of 

3 recent testimonials, should be sent as soon as possible to the 
Administrator, The General Hospital, Ramsgate. 
ROMFORD. OLDCHURCH HOSPITAL. (750 Beds.) Required, 
2 HOUSE PHYSICIANS (A) or (B2). Appointment. tetrable 
for 6 months. Salary and conditions of service in accordance 
with Ministry of Health scale for House Officers. Suitably 
qualified R practitioners holding B2 appointments are invited 
to apply. 

Applications, stating age, qualifications, present appointment, 
and experience, with 2 names for reference, should be addressed 
immediately to the Secretary, Romford Group Hospital Manage- 
ment Committee, Oldchurch Hospital, Romford, Essex. 
ROMFORD. VICTORIA HOSPITAL. (91 Beds.) Required, 
HOUSE OFFICER (B2), general surgery, post vacant Ist 
January, 1950. Tenable for 6 months. Salary in accordance 
with terms and conditions of service issued by the Ministry of 
Health, less £100 p.a. for residential emoluments. Appointment 
subject to National Health Service superannuation regulations. 

Applications, stating (in order) age, qualifications, present 
appointment, and experience, with names of 2 referees, should 
be: forwarded immediately to the Secretary, Romford Group 
Hospital Management Committee, Oldchurch Hospital, Romford. 
ROCHESTER. ST. BARTHOLOMEW’S HOSPITAL. Required 
CASUALTY OFFICER (A), post vacant 13th December, 1949. 
Salary in accordance with national scales for House Officers. 
To R practitioner post limited to 6 months. 

Applications, stating age, nationality, and qualifications, 
with copies of recent testimonials, should be addressed as soon 
as possible to— T. RHODES, Secretary, Medway and 

Gravesend Hospital Management Committee. 
St. William’ 8 Hospital, Rochester. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (538 Beds.) 
Required, su RGICAL REGISTRAR (B1). Applicants should 
have held house appointments and have had reasonably broad 
experience in surgical work. Preference given to applicants 
holding a higher qualification. Appointment tenable for 1 
year in the first instance, at a salary of £775 p.a., but is renew- 
able. Conditions of service are in accordance with those issued 
by the Ministry of Health, and a deduction will be made for 
residential emoluments, the amount of which is at present under 
review. Appointment subject to National Health Service 
superannuation regulations. : 

Applications, stating age, qualifications with dates, experience, 
present appointment, &c., with 3 testimonials, should be sent 
to the Medical Superintendent, General Hospital, Rochford, 
Essex, by 12th a 1949 

J. FIELp, Secretary, 
Southend-on-Sea F aah Hospital Management Committee. 
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ROCHFORD, ESSEX. GENERAL HOSPITAL. (538 Beds.) 
Required, HOUSE SURGEON (A). Appointment for 6 months 
The work is principally in connexion with orthopedic and 
fracture cases and includes other surgical duties. Salary 
£350 p.a., less £100 for residential emoluments (or in accordance 
with the terms of service issued by the Ministry of Health). 
Applications, stating age, qualifications with dates, experi- 
ence, &c., with copies cf 2 recent testimonials, should be addressed 
to the Medical Superintendent at the Hospital as soon as possible. 
C. FIELD, Secretary, 
Southend-on-Sea Hospital Management Committee. 


ROCHDALE. BIRCH HILL HOSPITAL. (General—89! Beds.) 
Required, HOUSE PHYSICIAN (A), resident, post vacant 
18th December, 1949. Appointment for 6 months. Salary 
in accordance with terms Of service for hospital medical staff 
in the National Health Service. R practitioners within 3 
months of qualification may apply. 

Applications should be sent immediately to 

S. HoOpKINSON, Secretary, Rochdale and 
District Hospital Management Committee. 
132, Drake-street, Rochdale. 


ROCHDALE. BIRCH HILL HOSPITAL. (General—89! Beds.) 
Required, HOUSE SURGEON (A), resident. 6 months’ 
appointment. Salary in accordance with terms of service for 


hospital medical staff in the National Health Service. 
tioners within 3 months of qualification may apply. 
Applications should be sent immediately to— 
S. HopKINson, Secretary, Rochdale and 
District Hospital Management Committee. 
132, Drake-street, Rochdale, Lancs, England. 


ROCHDALE INFIRMARY. (General—1l09 Beds.) Required, 
HOUSE PHYSICIAN (A), resident. Appointment for 6 months 
Salary in accordance with the terms of service for hospital 
medical staff in the National Health Service. R practitioners 
within 3 months of qualification may apply. 
Applications should be sent immediately to 
S. HODKINSON, Secretary, Rochdale and 
District Hospital Management Committee. 
32, Drake-street, Rochdale, Lancs, England. 


mada AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited from registered medical practi- 
tioners for following posts :— 

ASSISTANT of Registrar status for duties in connexion 
with the hospital eye service, immediate vacancy. Salary 
£775 p.a. in first year. Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. Forces. 
Apply Chief Administrativé’ Officer, 3, Craven-road, Reading. 

RESIDENT HOUSE SURGEON (B2), Male, to the Obstet- 
rical and Gyneecological Departments of the Royal Berkshire 
(383 Beds) and Battle (429 Beds) Hospitals, vacant Ist January, 
1950 - Appointment for 6 months, the first three at Battle 
Hospital (obstetrical and gynecological) and the second fo baa 
at Royal Berkshire Hospital (mainly obstetrical). 
within range £400-£450 Ps less £100 for residential anand 
ments. R practitioners ho ding A posts mayapply. Applications 
to ye Officer, Royal Berkshire Hospital, Reading. 

RESIDENT ANACSTHETIST (B2), vacant immediately at 
the Royel Berkshire Hospital (383 Beds). Salary within range 
£400-£450 p.a., less £100 for residential emoluments. R practi- 
tioners holding’ A posts may apply. Appointment will then be for 
6 months. Spely to Administrative Officer, Royal Berkshire 
Hospital, Readin: 

HOUSE PHYSICIAN (A), Male, vacant ist January, 1950. 
Appointment for 6 months. Salary £350-—£450 p.a., according 
to experience, less £100 for residential emoluments. Apply 
Administrative Officer, Royal Berkshire Hospital, Reading. 

ASSISTANT PATHOLOGIST (A), vacant 5th January, 
1950. Previous experience in pathology not necessary. 
Appointment for 6 months. Salary within scale £350-£450 p.a., 
according to experience, less £100 for board-residence, &c. 
R practitioners holding A posts may apply. Applications to the 
Administrative Officer, Royal Berkshire Hospital, Reading. 

Each of above appointments is subject to the passing of a 
medical examination, the National Health Service super- 
annuation regulations, and terms and conditions of service as 
published by the Ministry of Health. 

Applications, addressed as shown, should state age, quali- 
fications with dates, present post, and nationality, and should . 
be accompanied by copies of 3 recent te stimonials. 


REDRUTH, CORNWALL. CAMBORNE-REDRUTH MINERS’ 
(163 Beds.) WEST CORNWALL HOSPITAL 


AND GENERAL HOSPITAL. 1 . P 
MANAGEMENT COMMITTEE. Required, HOUSE PHYSICIAN (A), 
£350 or £400 p.a., depending on 


R practi- 


post now vacant. Salary 
experience, with £100 deduction in respect of board and lodging. 
Practitioners within 3 months of qualification may apply when 
appointment will be limited to 6 months. 

Applications, stating age, qualifications, and experience, with 
copies of 2 testimonials, should be forwarded to the Adminis- 
trative Assistant, Camborne-Redruth Miners’ and General 
Hospital, Redruth, Cornwall 


ROTHERHAM. OAKWOOD HALL SANATORIUM, Moorg ate. 
(100 Beds.) Required, RESIDENT JUNIOR REGIST: AR 
(B1) to undertake duties at above Sanatorium, 2 Rotherham 
Chest Clinics, and 2 Infectious Diseases Hospitals in Rotherham 
and District. Centralisation of the chest clinics and of the 
treatment of infectious diseases is proposed. Commencing 
salary £670 p.a., less residential emoluments. Post tenable for 
12 months and subject to Ministry of Health’s terms and condi- 
tions for hospital medical staff, and is superannuable. Suit- 
ably qualified R practitioners holding B2 appointments, also 
those holding B1 posts and ineligible for H.M. Forces, are invited 
to apply. 

Applications, stating age, qualific: ations, experience, and 
nationality, with names of 3 referees, to be addressed to 
the Secretary, Management Committee, Montagu Hospital, 
Mexborough, as soon as possible. 
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SALFORD. HOPE HOSPITAL. Salford Hospital Management 
COMMITTEE. Required, HOUSE OFFICER (A) or (B2) attached 
to the Orthopedic and Pediatric Departments of the Hospital, 
for 6 months’ duration. Salary will be paid according to experi- 
ence and conditions as laid down under the National Health 
Service Act. 

Applications should be forwarded to the Secretary, Hope 
Hospital, Salford, 6, with names of 3 referees, to be received 
as soon as possible. 

SALFORD HOSPITAL MANAGEMENT COMMITTEE. Senior 
PATHOLOGICAL REGISTRAR to work in the group, vacant 
ist February, 1950. Salary £1000—£100-£1300. 

Further particulars obtainable from undersigned, to whom 
applications must be sent before 8th December. 

. H. B. SHELSWELL, Secretary. 

Salford Royal Hospital, Salford, 3, 15th November, 1949. 


SALISBURY GENERAL INFIRMARY, Wiltshire. Applications 
invited for appointment of RESIDENT HOUSE PHYSICIAN 
(A) or (B2). Appointment for 6 months. Salary and_con- 
ditions of service in accordance with new National Health 
Service terms. Duties to commence early in December. 
R practitioners holding A posts may apply. 

Applications to the Secretary, Salisbury Group Hospital 
Management Committee, General Infirmary, Salisbury. 
SCARBOROUGH HOSPITAL, Yorkshire. (163 Beds.) Required, 
RESIDENT HOUSE SURGEON (A) or (B2), Male or Female, 
to assist principally in obstetrics and gynzecology. Appointment 
will be for 6 months. Salary in accordance with national scale. 

Applications, stating age and qualifications, with testimonials, 

to be sent to the Secretary. 
SCOTLAND. RED CROSS SANATORIA OF SCOTLAND. 
JUNIOR REGISTRAR required for duty at Glen O’Dee 
Sanatorium, Banchory, Kincardineshire. Salary £670 p.a., 
less £100 p.a. for emoluments. 

Applications, with names of 2 referees, to be sent to the 

Medical Director, Tor-na-Dee, Milltimber, Aberdeenshire, 
before 17th December. 
SCUNTHORPE WAR MEMORIAL HOSPITAL. (256 Beds.) 
HOUSE SURGEON (A) required, resident, for mid-December. 
Gynecological experience an advantage. Salary in accordance 
with national scales. 

Applications, with names of referees or copy testimonials, to 

the Secretary, Scunthorpe Hospital Management Committee, 
The War Memorial Hospital, Scunthorpe, Lines. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL HOSPITAL. 
(256 Beds.) Required, CASUALTY OFFICER (B1), post 
vacant January. The Hospital serves a large industrial and 
agricultural area and offers wide and varied experience. Salary 
and conditions of service in accordance with national scales for 
House Officers. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 2 recent testimonials or names of 
referees, to S. Lorp, Secretary, Scunthorpe Hospital Manage- 
ment Committee, War Memorial Hospital, Scunthorpe, Lines. 


SKIPTON GENERAL HOSPITAL, Skipton. (64 Beds.) Required, 
HOUSE SURGEON (B2). 6 months’ appointment. Salary in 
accordance with National Health Service terms and conditions 
of service of hospital medical and dental staff (England and 
Wales). R practitioners holding A posts may apply. 

Applications, stating age, qualifications, experience, and 

nationality, with copies of recent testimonials, to be forwarded 
as soon as possible to the Secretary, Bingley, Keighley, Skipton 
and Settle Hospital Management Committee, Administrative 
Offices, St. John’s Hospital, Fell-lane, Keighley. Canvassing in 
any form is prohibited. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised for 
F.R.C.S. England.) SHEFFIELD NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE, Required, CASUALTY OFFICER AND HOUSE 
SURGEON (B2), Male, to the Orthopeedic Surgeon, post vacant 
lst January, 1950. Salary and conditions in accordance with 
the new terms of service for House Officers. 

Applications, giving full details should be forwarded to the 
Medical Superintendent, City General Hospital, Sheffield, 5. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications invited 
from suitably qualified medical practitioners for following 
resident appointments, now vacant :— 

(a) SENIOR SURGICAL REGISTRAR (B1). Preference 
given to candidates with experience in urology. 

(6) JUNIOR SURGICAL REGISTRAR (B1) to the Thoracic 
Unit. Preference given to candidates with experience in chest 
diseases and holding a higher qualification. 

Salary, &c., in each case in accordance with the new terms and 
conditions of service. 

Applications, giving full details and names of 3 referees, 
should be forwarded as soon as possible to undersigned at 
Nether Edge Hospital, Sheffield, 11. 

: W. STANSFIELD, Secretary, 

pene Sheffield No. 1 Hospital Management Committee. 
SHEFFIELD, 6. MIDDLEWOOD HOSPITAL. (2100 Beds.) 
Required, RESIDENT REGISTRAR (B1), psychiatry, at 
above Mental Hospital. Salary £775 p.a. in first year: and 
£890 in second year, subject to deduction of £200 p.a. in respect 
of board and lodging and other services provided. National 
Health Service terms and conditions of service apply and 
appointment is subject to National Health Service super- 
annuation regulations. R practitioners already holding B1 
posts cannot be considered for appointment unless they have 
the permission of the Central Medical War Committee. Post 
offers good experience in all branches of psychiatry, including 
mental deficiency, in preparation for the D.P.M. 

Applications, stating age, qualifications, and experience. 
should be forwarded immediately to the Medical Superintendent ; 
Middlewood Hospital, Sheffield, 6, marked ‘* Confidential.’’ 
There is no printed form of application. 

R. BRADLEY, Secretary, 
Sheffield No. 2 Hospital Management Committee. 
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SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. Royal 
INFIRMARY UNIT. Applications invited from registered medical 
practitioners, including Medical Officers recently demobilised 
from H.M. Forces, for non-resident post. of JUNIOR SURGICAL 
REGISTRAR (B1). Appointment subject to the Ministry of 
Health terms and conditions of service. Applications from 
practitioners holding Bl posts cannot be considered unless 
ineligible for H.M. Forces. : 

Applications, stating age, qualifications, and experience, 
should be forwarded immediately to— : : 

JOSEPH GRIFFITH, Chief Administrative Officer. 

Central Office, The Royal Hospital, West-street, Sheffield, 1. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. Royal 
HOSPITAL UNIT. Applications invited from registered medical 
practitioners, Male or Female, including Medical Officers recently 
demobilised from H.M. Forces, for post of REGISTRAR (B1) 
to the Orthopedic Department at a commencing salary of 
£775 p.a. Appointment subject to Ministry of Health terms and 
conditions of service. Previous experience in orthopedics is 
desirable, and preference given to applicants who are Fellows 
of the Royal College of Surgeons. Applications from practitioners 
holding Bl posts cannot be considered unless ineligible for 
H.M. Forces. 

Applications to be forwarded immediately to— _, 

JOSEPH GRIFFITH, Chief Administrative Officer, 
The United Sheffield Hospitals. 

Royal Hospital, West-street, Sheffield, 1. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. Royal 
HOSPITAL UNIT. Applications invited from registered medical 
practitioners for post of SENIOR REGISTRAR (B1), resident 
or non-resident, to the Plastic and Jaw Unit serving the 
Sheffield Region. Candidates must possess the F.R.C.S. and have 
had general surgical experience. Appointment in accordance 
with the Ministry of Health’s terms and conditions of service. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should be forwarded immediately to 

JOsePH GRIFFITH, Chief Administrative Officer, 
The United Sheffield Hospitals. 

Royal Hospital, Central Office, Sheffield, 1. bh ee 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. The 
CHILDREN’S HOSPITAL UNIT. Applications invited from registered 
medical practitioners, including Medical Officers recently 
demobilised from H.M. Forces for post of HOUSE PHYSICIAN 
(A) or (B2), vacant 17th January, 1950, Department of Child 
Health. Appointment subject to Ministry of Health terms and 
conditions of service. 

Applications should reach the Superintendent by 13th 

December, 1949. 
SOUTH EAST ESSEX HOSPITAL MANAGEMENT COM- 
MITTEE invite applications for appointment of SENIOR REGIS- 
TRAR (Anesthetist). Salary £1000-£1300 p.a. Appointment 
will be non-resident, and will be based at Tilbury Hospital. 
Appointee will be required to carry out certain duties at other 
hospitals in the group—namely, St. Andrew’s Hospital, Billericay, 
and Lodge Hospital, Orsett. 

Applications, giving names of 3 referees, should be forwarded 
to the Deputy Secretary, Thurrock Hospital, Grays, within 
14 days of appearance of this advertisement. 1 
SOUTH EAST KENT HOSPITAL MANAGEMENT COMMITTEE 
invite applications from suitably qualified practitioners for 
whole-time appointment of SENIOR ANASSTHETIC REGI- 
STRAR to assist at all or any of the following hospitals within 
the Committee’s area :— 

Royal Victoria Hospital, Folkestone. 

Ashford Hospital. 

Willesborough Hospital. 

Royal Victoria Hospital, Dover. 

Buckland Hospital. 

Victoria Hospital, Deal. : 

Post will be non-resident and salary in accordance with the 
terms and conditions of service of hospital medical and dental 
staff (England and Wales)—viz., £1000 a year, by annual incre- 
ments to £1300 a year. Candidates should hold the D.A. and 
have had a good general experience. Travelling expenses paid 
in accordance with approved scale, where necessary. - 

Applicants should state age, qualifications, and dates, nation- 
ality, and give a résumé of experience, with names and addresses 
of suitable referees. Applications should be addressed to the 
Secretary South East Kent Hospital Management Committee, 
Ash-Eton, Radnor Park West, Folkestone, to reach him by 19th 
December, 1949. Rie eee et Bae 
SOUTHAMPTON BOROUGH GENERAL HOSPITAL. House 
SURGEON required, resident, post now vacant. Salary in 
accordance with terms and conditions of service issued by the 
Ministry of Health. 

Applications, with copies of testimonials to be forwarded 
as soon as possible to the emg =A Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON CHILDREN’S HOSPITAL. Required, House 
OFFICER (A) or (B2), post vacant latter half of December. 
Salary in accordance with national scale. Preference given to 
those intending to specialise in pediatrics. Hospital recognised 
by Conjoint Board for D.C.H. 

Applications, svating age, qualifications with dates, and 

nationality, with copies of 3 testimonials, should be forwarded 
to reach the Secretary at the Southampton Children’s Hospital 
without delay. 
SOUTHAMPTON. ROYAL SOUTH HANTS AND SOUTH- 
AMPTON HOSPITAL. (290 Beds.) 2 HOUSE SURGEONS (A) 
or (B2) required, resident. Both vacancies early January, 1950. 
Tenable for 6 months. Salary £350-£450 p.a., according to 
number of posts previously held, less £100 p.a. for residential 
emoluments. Terms and conditions of service as laid down by 
the Ministry of Health. 

Applications, with copies of testimonials, to be submitted to 
the Secretary, Southampton Group Hospital Management 
Committee, Bullar-street, Southampton. 
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SOUTHAMPTON. ROYAL SOUTH HANTS AND SOUT 
AMPTON HOSPITAL. (290 Beds.) Required, ORTHOPAEDIC 
HOUSE SURGEON (B2), resident, post now vacant. Tenable 
for 6 months. This Hospital provides a comprehensive ortho- 
peedic service and is the centre to which all trauma from a large 
industrial town and port is directed. Salary £350-£450 p.a., 
according to number of posts previously held, less £100 p.a. 
for residential emoluments. Terms and conditions of service 
as laid down by the Ministry of Health. 

Applications, with copies of testimonials, to be submitted 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS AND SOUTH- 
AMPTON HOSPITAL. (290 Beds.) Required, RESIDENT SUR- 
GICAL OFFICER (B1), graded as Registrar or Senior Registrar, 
at above Hospital, for 1 year. Salary in accordance with scale 
and conditions nationally advocated. Applicants should have 
held house appointments and had surgical experie —, and 
preference given to those holding the diploma of F.R.C.S. 
Suitably qualified R practitioners holding B2 appetatonsets. 
also those holding B1 appointments and ineligible for service in 
the Forces, may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience, and copies of recent testimonials, should be 
forwarded by 10th December, 1949, to— 

FRANK JENNINGS, Secretary, 
Southampton Group Hospital Management Committee. 
Bullar-street, Southampton. 











SANATORIUM, SOUTHAMPTON. JUNIOR RESIDENT MEDICAL 
OFFICER (A) or (B2), Male or Female, required immediately. 
Salary £350-£450 p.a. according to peat la on og less £100 p.a. 
for residential emoluments, in accordance with the national 
terms and conditions of service (House Officers). R practitioners 
within 3 months of qualification also those holding A posts 
may apply. 

Applications, with copies of references, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHALL, MIDDLESEX. ST. BERNARD’S HOSPITAL for 
NERVOUS AND MENTAL DISEASES. Required, JUNIOR HOS- 
PITAL MEDICAL OFFIC (Bl). This Hospital under- 
takes all modern psychiatric therapies both physical and 
psychotherapeutic, and the medical staff conduct several 
psychiatric outpatients clinics. Salary scales and conditions 
of service in accordance with those laid down by the Ministry 
of Health, less deduction for board and lodging, if resident. 

Applications, giving full details, and copies of 3 recent testi- 

monials, should be sent to the Physician-Superintendent by 
17th December, 1949. 
SOUTHALL, MIDDLESEX. ST. BERNARD’S HOSPITAL for 
NERVOUS AND MENTAL DISEASES. Required, 2 HOUSE OFFICERS 
(A) or (B2), according to experience. Facilities are afforded 
junior staff to become versed in all branches of psychiatry. 
Salary scales and conditions of service in accordance with those 
laid down by the Ministry of Health, less deductions for board 
and lodging, if resident. 

Applications, giving full details, and copies of 3 recent testi- 

monials, should be sent to the Physician-Superintendent by 
17th December, 1949. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Required, 
REGISTRAR, Male or Female, to the Diagnostic X-ray Depart- 
ment at the General Hospital, Southend. Candidates shofild be 
in possession of a D.M.R. Salary £775 p.a., non-resident, for 
pA months, renewable. National Health Service superannuation, 
xc. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, should reach undersigned by 
17th December, 1949. 

J. C. FIELD, Secretary, Southend-on-Sea 

Group Hospital Management C sommittee. 
SOUTHEND GENERAL HOSPITAL, Prittlewell Chase. (250 
Beds.) Required, RESIDENT HOUSE SURGEON (A), post 
vacant January, 1950. 6 months’ appointment. Salary £350 p.a., 
less £100 for residential emoluments. Junior House Officer 
first appointment. 

Applications, stating age, qualifications, and experience, with 
copies of recent testimonials, to reach undersigned by 20th 
December, 1949. J.C. FIELD, Secretary, 

Southend-on-Sea Group Hospital Management Committee. 

Management Committee Offices, General Hospital, 

Rochford, Essex. 

SOUTH WARWICKSHIRE HOSPITAL GROUP (No. 14) 
MANAGEMENT COMMITTEE. Required, REGISTRAR or SENIOR 
REGISTRAR (B1) in obstetrics and gynecology to the South 
Warwickshire Hospital Group. Appointment in accordance 
with the experience and qualifications of successful applicant, 
and membership of the R.C.O.G. is desirable. Duties will be 
carried out at 3 Hospitals and 2 Maternity Units within the 
group at which obstetric and/or gynecological treatment is 
provided. Appointment subject to National Health Service 
terms and conditions of service of hospital medical and dental 
staff (England and Wales), and to National Health Service 
superannuation regulations. 

Applications, with names and addresses of 3 referees, should 
be submitted as soon as possible to— 

W. A. JAMEs, Secretary to -~ aia eae Committee. 

87, Radford- road, Leamington S : 
STOCKTON-ON-TEES. WINTERTON HOSPITAL MANAGE- 
MENT COMMITTEE. Locum Tenens REGISTRAR required at 
above Hospital. Knowledge of psychiatry desirable but not 
essential. Salary £775 p.a., from which £181 10s. p.a. will be 
deducted for board and residence, &c. Post subject to the 
provisions of the National Health Service superannuation 
regulations (S.R. & O. No. 1755). 

Applications to be addressed to the Medical Superintendent, 
Winterton Hospital, Winterton, Stockton-on-Tees. 























STOKE-ON-TRENT. CITY GENERAL HOSPITAL. (1000 Beds.) 
Required, 2 HOUSE PHYSICIANS (A), posts now vacant, 
at above Hospital. Salary on scale £350—£450, according to 
experience. 

Applications, with suitable testimonials, should be addressed 
to the Medical Superintendent at the Hospital as soon as possible. 

THORNBURROW GIBSON, Secretary, 
Stoke-on-Trent Hospital Management Committee. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE ROYAL INFIR- 
MARY. (475 Beds.) STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Required, HOUSE SURGEON (A) to the Ortho- 
peedic Department, post now vacant. 6 months’ appointment. 
Salary £350-£450 p.a., according to experience, less a charge 
of £100 p.a. for reside ntiakmolume nts. Post recognised by the 
Royal College of Surgeons for the Fellowship Examination. 
R practitioners .within 3 months of qualification may apply. 
Number of orthopedic and fracture cases treated per year 
1000 inpatients, 6000 new outpatients. 

Applications, with copy testimonials, to be forwarded as soon 

as possible to the Secretary of above Hospital. 
STOURBRIDGE. WORDSLEY HOSPITAL, near Stourbridge. 
(440 Beds.) DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. Required, HOUSE OFFICER 
(Resident—Surgical) (A) or (B2) (with Anesthetic duties) at 
Wordsley Hospital, post now vacant and tenable for 6 months. 
Salary £350—€450 p.a., according to the number of posts 
previously held. A deduction of £100 p.a. in respect of residential 
emoluments will be made. R practitioners within 3 months of 
qualification or holding A posts may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience, and details of previous appointments, with 
copics of 3 recent testimonials, to H. RAYMOND Hurst, 
Secretary to the Management Committee, The Guest Hospital, 
Dudley, Worcs. - 
SUNDERLAND AREA HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for following posts :— 

Royal Infirmary, Sunderland (312 Beds) 
HOUSE OFFICER (A) to the E.N.T. Department, now 
vacant. 
General Hospital, Sunderland (451 Beds) 
RESIDENT ANAESTHETIC REGISTRAR (B1), now vacant. 
General Hospital, Ryhope, near Sunderland (300 Beds) 
RESIDENT HOUSE PHYSICIAN (A), vacant Ist December, 
1949 





: Monkwearmouth and Southwick Hospital, Sunderland (120 


Beds 

RESIDENT ORTHOPADIC HOUSE SURGEON (A), now 

vacant. 

Salaries and conditions of service in accordance with National 
Health Service regulations. Bl posts: Practitioners holding 
B1 posts not considered unless ineligible for H.M.* Fofees. 
A posts: Male practitioners within 3 months of qualification 
and eligible for military service may apply, when the appoint- 
ment will be limited to 6 months. : 

Applications, stating age, present grading, nationality, 

qualifications, experience, with names of 2 referees, to F. DAGNATL, 
Secretary. Sunderland Area H.M.C., General Hospital, 
Sunderland. 
ST. ALBANS. SHENLEY HOSPITAL (for Mental Diseases) 
(2500 Beds) near ST. ALBANS, HERTS. MANAGEMENT COMMITTEE 
(GROUP NO. 12). Required, 2 JUNIOR REGISTRARS (B1). 
Preference given to applicants who have held resident surgical 
and medical posts in a general hospital. Salary £670 p.a. A 
deduction at rate of £130 p.a. is made in respect of board, lodging, 
and other services provided. Suitably qualified R practitioners 
holding B2 ayo nts, also those holding Bl posts and 
ineligible for H.M. Forces, are invited to apply. 

Applications = “be addressed to the Medical Superintendent, 
from whom further information is obtainable. > 
ST. HELENS. ECCLESTON HALL SANATORIUM. Required, 
JUNIOR HOSPITAL MEDICAL OFFICER at above Sana- 
torium. Post has been graded as a Junior Hospital Medical 
Officer. Salary £700-£50-—£1000 p.a., less £150 p.a. for residential 
emoluments. Appointee will work under the supervision of the 
Tuberculosis Officer, who is also on the staff of this Sanatorium. 
There are 75 Beds, and the work comprises all types of tuber- 
culosis. Good residential accommodation for a single person is 
available. 

Applications to be forwarded immediately to— 

RICHARDS, Secretary, St. Helens and 

District Hospital Management Committee. 

Group Office, County Hospital; Whiston, 
near Prescot, Lancs. hy 
TAUNTON AND SOMERSET HOSPITAL. (284 Beds—8 Resi- 
dents.) Required, RESIDENT HOUSE SURGEON (A) or 
(B2). Salary on National Health Service scale: for first post 
held £350 p.a., second post £400, less deduction of £100 p.a. 
for board, lodging, &c. Appointment subject to National Health 
Service superannuation regulations. Post of House Surgeon 
is recognised by the Royal College of Surgeons as a qualifying 
appointment for the Final Fellowship Examination. Successful 
applicant required to take up the post as from Ist January, 
1950. R practitioners within 3 months of qualification or 
holding an A post may apply. 

Applications, stating age, qualifications with dates, and 
details of experience, with 2 recent testimonials, should be sent 
to the Secretary, Taunton Hospital Management Committee, 
Musgrove Park Hospital, Taunton, Somerset. 


TRURO. ROYAL CORNWALL INFIRMARY. (General Hospital! 
—280 Beds; 8 Residents.) WEST CORNWALL HOSPITAL MANAGE- 
MENT COMMITTEE. Required, CASUALTY HOUSE SURGEON 
(A), Male or Female, post now vacant. Salary £350 or £400 p.a., 
depending on experience, with £100 deduction in respect of 
board and lodging, &c. 

Applications, enclosing copies of 2 recent testimonials, should 
be sent to the Secretary-Superintendent, Royal Cornwall 
Infirmary, Truro. 
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TRURO. ROYAL CORNWALL INFIRMARY. (General Hospital 

—280 Beds; 8 Residents.) WEST CORNWALL HOSPITAL MANAGE- 
MENT COMMITTEE. Required, HOUSE SURGEON (A), Male or 
Female, to the Gynzcological Department, post now vacant. 
Salary £350 or £400 p.a., depending on experience, with £100 
deduction in respect of board and lodging, &c. 

Applications, enclosing copies of 2 recent testimonials, should 
be sent to the Secretary- -Superintendent, Royal Cornwall 
Infirmary, Truro. 


TRURO. ROYAL CORNWALL INFIRMARY. (Genera! ‘Hospital 

—280 Beds; 8 Residents.) WEST CORNWALL HOSPITAL MANAGE- 
MENT COMMITTEE. Required, RESIDENT JUNIOR HOUSE 
PHYSICIAN AND HOUSE SURGEON E.N.T. (A), Male or 
Female, post now vacant. Salary £350 or £400 p.a., depending 
on experience, with £100 deduction in respect of board and 
lodging, &c. 

Applications, enclosing copies of 2 recent testimonials, should 


be sent to the Secretary-Superintendent, Royal Cornwall 
Infirmary, Truro. 


TAPLOW, MAIDENHEAD, BERKS. CANADIAN RED CROSS 
MEMORIAL HOSPITAL. WINDSOR GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Required, REGISTRAR (B1) to the Special Unit 
for research in juvenile rheumatism at above Hospital. Post 
offers scope for those interested in research, pediatrics, rheu- 
matology, or cardiology, and previous experience in one of these 
is desirable. Salary £775 or £890 p.a., according to experience, 
subject to a deduction, to be dete rmined by the Management 
Committee, for residential emoluments. Appointment tenable 
aa 12 months in the first instance, commencing 2nd January, 

50. 

Applications, stating age, nationality, qualifications, experi- 
ence, and present appointment, with copies of 3 testimonials, 
should be sent to the Administrative Officer. 


WEST HERTS NO. 9 GROUP HOSPITAL MANAGEMENT 

COMMITTEE. Required, ANASTHETIC REGISTRAR (resident). 

Gross salary £775 p.a. Applicants should possess the D.A. 
Applications, with names of 3 referees, should be forwarded 


wr to H. M. MASKELL, 9, Ric kmansworth- road, Watford, 
erts 





WEST BROMWICH. HALLAM HOSPITAL. (440 Beds.) — 
BROMWICH AND DISTRICT HOSPITALS, GROUP NO. 18. T 
Management Committee invite applications for post of CHI EF 
ASSISTANT IN PATHOLOGY (Registrar) (B1). Salary 
£775 p.a., rising to £890 p.a. in second year, non- -resident. 
Post will include duties at other hospitals in the group. Appli- 
cants should have had previous experience. R practitioners 
holding Bl posts cannot be considered unless ineligible for 
H.M. Forces. 

Applications, stating age, nationality, qualifications, past 
experience, and particulars of present appointment, with names 
of 3 referees, should reach the Pathologist, ms Hospital, 
West Bromwich, Staffs, by 16th December, 1949. 


WEYMOUTH AND DISTRICT HOSPITAL. (124 Beds.) Required, 
HOUSE SURGEON (A) or (B2), Male, post now vacant. Post 
tenable for 6 months. Appropriate Ministry of Health scale of 
salary according to experience, less £100 p.a. for residence. 
R practitioners within 3 months of qualification or holding 
A posts may apply. 

Applications, giving age, qualifications, experience, and 
nationality, with copies of testimonials, to be sent to the 
Secretary, West Dorset Group Hospital Management Committee, 
Dorchester, Dorset, without delay. 


WHISTON. COUNTY HOSPITAL. (880 Beds.) Required, 
CASUALTY AND ADMISSION OFFICER (B2), resident or 
non-resident. 6 months’ appointment. Salary £400-—£450, less 
£100 for residential emoluments. R practitioners holding A 
posts may apply. 
Applications to be forwarded as soon as possible to— 
N. RICHARDS, Secretary, St. Helens and 
District Hospital Management Committee. 
Group Office, County Hospital, Whiston, Prescot, Lancs. 


WHISTON. COUNTY HOSPITAL. Required, Orthopedic 
REGISTRAR (B1), grade II. Successful applicant will work 
under the supervision of the Visiting Orthopedic Surgeon. 
Salary £775-£890 and includes the value of residential emolu- 
ments. Appointment tenable for 12 months in the first instance. 
R seme angi holding B2 posts, also those holding Bl and 
ineligible for H.M. Forces, are invited to apply. 
Applications to be forwarded as soon as possible to— 
N. RICHARDS, Secretary, St. Helens and 
District Hospital Management Committee. 
Group Office, County Hospital, Whiston, Prescot, Lancs. 


WOLVERHAMPTON. NEW CROSS HOSPITAL. Wolver- 
HAMPTON HOSPITAL MANAGEMENT COMMITTEE GROUP NO. 16, 
BIRMINGHAM REGION. Required, HOUSE SURGEON (A) or 
(B2), Male, according to experience. Salary £350-£450, com- 
mencing point being determined by previous experience. A 
deduction of £100 p.a. made for board and lodgings. Appoint- 
ment in the first instance for 6 months. 

Applications, with testimonials, should be sent to 
W. COCKBURN, Secretary of the Group, at the Royal Hospital, 
WwW olv erhampton. 


WOLVERHAMPTON. THE ROYAL HOSPITAL. (An Associate 
Hospital of the University of Birmingham Medical School.) 
WOLVERHAMPTON HOSPITAL MANAGEMENT COMMITTEE, GROUP 
NO. 16, BIRMINGHAM REGION. Required, RESIDENT MEDICAL 
January. 

Salary 
The present 


OFFICER (Senior Registrar), post vacant x4 
Candidates’ qualifications should include M.R.( 
in accordance with the National Health scale. 
Registrar is an applicant for the post. 

Applications, with copies of 3 recent testimonials, to be sent 
by 15th December to W. CocKBURN, House Governor. 
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WOLVERHAMPTON. THE ROYAL HOSPITAL. (An Associate 
Hospital of the University of enn aaa ——— School.) 
WOLVERHAMPTON HOSPITAL MANAGEMENT GROUP 
NO. 16, BIRMINGHAM REGION. Required, REGISTRAR to the 
E.N.T. Department of the Royal ospital, vacant 16th Decem- 
ber. Appointment will be Registrar or Senior Registrar status, 
according to qualifications of selected candidate. Salary in 
accordance with the National Health Service scale. 

Applications, with copies of 3 recent testimonials, to be sent 

W. CocKBURN, House Governor. 
__ 24th November, 1949. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An Associate 
Hospital of the University of Birmingham Medical School.) 
WOLVERHAMPTON HOSPITAL MANAGEMENT COMMITTEE, GROUP 
NO. 16, BIRMINGHAM REGION. Applications invited from regis- 
tered medical practitioners for following posts :— 

(a) ee oe (A) or (B2), Fracture and Ortho- 

eedic YS arta 

(b) TUNIOR C ASU ALTY OFFICER (A) or (B2). 
6 months’ appointments. Salary in accordance with the 
National Health Service scale. 

Applications to W. COCKBURN, House Governor. 

24th November, 1949. 
WAKEFIELD. CLAYTON HOSPITAL. Required, Resident 
ORTHOP DIC OFFICER (B1), Registrar or Junior Registrar 
grade. Salary and conditions on national scale. 

Applications to W. READ, Secretary. 
WORCESTER. POWICK MENTAL HOSPITAL, near Worcester. 
REGISTRAR (B1), required immediately. Applications invited 
from medical practitioners who have been registered for 
not less than 2 years, and the post will be held normally for 2 
years. Salary £775 p.a. first year, and £890 p.a. second year. 
Resident or non-resident for single man. If resident a charge of 
£100 p.a. for accommodation would be made. Appointment 
subject to National Health Service superannuation regulations, 
and the terms and conditions‘recently laid down by the Minister 
of Health. Applications from practitioners holding Bl posts 
cannot be considered unless ineligible for H.M. Forces. 

Applications, in writing, should state full name, age, quali- 
fications, experience, and appointments held, with copies of 
3 recent testimonials, to be addressed to the Secretary, South 
Worcestershire Hospital Management Committee, Worcester 
Royal Infirmary. 


WORCESTER ROYAL INFIRMARY. 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE SUR- 
GEON (B2). Appointment for 6 months. Salary in accordance 
with terms and conditions of service of hospital medical staff. 
Applications, with copies of testimonials, immediately to— 
J.S. RIPPrer, Secretary. 

WORKINGTON INFIRMARY, Workington, West Cumberland. 
Required, HOUSE SURGEON (A) or (B2), Male or Female, 
post now vacant, at above Hospital. Successful candidate will 
work under the direction of the Surgical Consultant for the 
area, and the post offers good experience in general surgery 
and.casualty work. Salary in accordance with the national scale. 
Applic ations, with copies of 2 recent testimonials, should be 
sent to the Secretary, West Cumberland Hospital Management 
Committee, 19, Falcon-street, Workington, Cumberland, 
immediately. 


YORK A AND TADCASTER HOSPITAL MANAGEMENT COM- 
MITTEE. Required, SENIOR HOUSE SURGEON. Previous 
obstetric experience is essential. Appointment vacant as from 
lst December, 1949. Post is resident at the Maternity Hospital, 
York (44 Beds). Salary and conditions of service are those agreed 
by the Ministry of Health and the medical profession for House 
Officers, the point of the scale being determined by the House 
Officer posts previously held by the applicant. Post recognised 
by the College for the diploma of M.R.C.0.G. R practitioners 
holding A posts may apply when appointment for 6 months. 

Applications, giving age, qualifications, and previous experi- 
ence, should be addressed as soon as possible to— 

FRANK A. MILNES, F.H.A., A.L.A.A., Secretary. 
Bootham Park, York. 


YORK. COUNTY HOSPITAL. (206 Beds.) Required, Resident 
ANXSTHETIST. Appointment for 6 months. Duties to 
commence as soon as possible. Post will be recognised for the 
D.A. Salary £350 p.a. for first post held, £400 p.a. for second 
post held, £450 p.a. for third post held, with a deduction of 
£100 p.a. for residential accommodation. 

Applications, giving details of age, nationality, experience, 
and qualifications, with 2 testimonials, to be forwarded 
immediately to— 

FRANK A. MILNES, F.H.A., A.L.A.A., Secretary, 
York A and Tadcaster Hospital Management Committee. 

Bootham Park, York. 

YORK. NABURN HOSPITAL. "(Mental Hospital of 347 Beds.) 
Required, JUNIOR HOSPITAL MEDICAL OFFICER. 
Candidates should be experienced in all branches of psychiatry. 
Duties to commence as soon as possible. sidential accom- 
modation for married or single person availiable. Salary 
£700-£50-£1000 P* less a deduction for accommodation and 
services provide in accordance with the terms of service 
issued by the Ministry of Health. 

Applications, giving details of age, nationality, experience, 
and qualifications, to be forwarded immediately to— 

FRANK A MILNES., F.H.A., A.L.A.A., Secretary, 
York A and Tadcaster Hospital Management Committee. 
Bootham Park, York. 


NEW ZEALAND. TARANAK!I HOSPITAL BOARD, New 

PLYMOUTH, NEW ZEALAND. Applications closing 16th December, 

1949, are invited for the alternative whole-time position of 

JUNIOR or SENIOR REGISTRAR or JUNIOR SURGICAL 

SPECIALIST for the New Plymouth Hospital, New Zealand, 

to commence duties early 1950. Fare paid to New Zealand. 
Applications to the Secretary of the Board. 





South Worcestershire 
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Public Appointments 








ANTRIM COUNTY HEALTH COMMITTEE. Applications invited | 
for whole-time appointment of ASSISTANT -MEDICAL | 
OFFICER for duties in connexion with the maternity and 
child welfare service, schools medical service, and other general 
health functions. Salary £690 p.a. by annual incréments of 
£25 to £890 p.a. inclusive of bonus, point within scale will be 
fixed in accordance with salary payable at present to successful 
candidate if at present employed whole-time by a Public Health 
Authority. Successful candidate will require to provide a car 
for official duties for which a travelling allowance will be paid 
on the Health Committee’s scale at present £150 p.a. This 
Officer will be required to operate from Rosstulla, Jordanstown 
meantime. Applicants for the position must be qualified in 
accordance with the Health Authorities (Qualifications and 
Duties of Medical Officers) Regulations (N.I.), 1948. Preference 
given, in respect of the position, to ex-Service candidates 
possessing the required qualifications, provided the Health 
Committee is satisfied that such a candidate can fill, or within 
a reasonable time will be able to fill, the position efficiently. 

Forms of application and copies of above regulations obtain- 
able from undersigned, and applications should be returned, 
with 3 recent testimonials, and received by him by 24th Decem- 
ber, 1949. R. LYTTLE, Secretary. 

we Rosstulla,”” Jordanstown, co. Antrim, 

2ist November, 1949. 


BIRMINGHAM. CITY OF BIRMINGHAM. Applications invited 
from registered medical practitioners holding a public health 
diploma for appointment of MEDICAL OFFICER OF HEALTH 
at an initial salary of £3000 p.a., to be adjusted to the appro- 
priate scale when agreement as to the salary scales of Medical 
Officers of Health has been reached through the machinery of 
the Whitley Council and adopted by the City Council. Appoint- 
ment, which will be terminable by 3 months’ written notice on 
either side, will commence on Ist September, 1950, and will be 
subject to the provisions of the Local Government Super- 
annuation Act, 1937, and to the Birmingham Municipal Officers’ 
Widows’ and Orphans’ Pension scheme. Successful applicant 
will be required to pass a medical examination and to enter 
into a formal contract of service. Conditions of service attaching 
to the post shall be as approved and adopted by the City Council 
and as varied from time to time. 

Applications, endorsed ‘* Medical Officer of Health,” setting 
out qualifications and experience, with copies of 1-3 recent 
testimonials and giving in addition the names of 2 persons to 
whom reference may be made, should be addressed to under- 
signed and delivered at the Council House, Birmingham, 1, by 
2ist January, 1950. Canvassing, directly or indirectly, will be 
a disqualification. J. F. Greee, Town Clerk. 

The Council House, Birmingham, 1. 


BRISTOL. CITY AND COUNTY OF BRISTOL. Department 
OF PUBLIC HEALTH. Applications invited from registered medical 
practitioners for appointment of an ASSISTANT MEDICAL 
OFFICER OF HEALTH AND SCHOOL MEDICAL OFFICER. 
palary £735—-£25-£935 p.a. Appointee required to carry out all 
public health work, including maternity and child welfare, 
school medical, and port health work, and must devote his 
whole time to these duties and must not engage in private 
practice. Appointment subject to passing a medical examination, 
to Local Government Superannuation Act, 1937, and National 
Health Services superannuation regulations, and to the Council’s 
service conditions. Appointment terminable by 1 month’s 
notice on either side. 

Application forms obtainable from undersigned, and should 
be returned by 17th December, 1949. 

2. H. Parry, Medical Officer of Health. 
Kenwith Lodge, Westbury Park, Bristol, 6. 


BLACKPOOL. COUNTY BOROUGH OF BLACKPOOL 
EDUCATION CQMMITTEE. Applications invited from registered 
medical practitioners for full-time superannuable post of 
ASSISTANT SCHOOL MEDICAL OFFICER (Male). Salary 
in accordance with the interim revision of the Askwith memo- 
randum issued by the Ministry of Health—viz., £735 p.a., by 
annual increments of £25 to maximum of £935 p.a. 

Forms of application and list of duties obtainable from the 
Chief Education Officer, Stanley Buildings, 3, Caunce-street, 
Blackpool, to whom completed forms should be returned within 
14 days after the appearance of this advertisement. 

TREVOR T. JonES, Town Clerk. 


DEVON COUNTY COUNCIL. Applications invited from 
registered medical practitioners fer post of ASSISTANT 
COUNTY MEDICAL OFFICER. Salary scale £735 p.a. by 
annual increments of £25 to maximum of £935 p.a. The appoint- 
ing Committee, may recommend that the initial salary within 
the scale be adjusted according to experience of the candidate. 
The Medical Officer, if required to provide a motor-car, will be 
paid the usual mileage allowance. He/she will be on the staff 
of, and work under the administrative supervision of the County 
Medical Officer and will reside in any part of the County which 
the needs of the service may require. The work will chiefly 
concern the school health and child welfare services and the 
possession of a D.C.H. or D.P.H., and of a Certifying Certificate 
in Mental Deficiency will be advantageous. Appointment subject 
to a satisfactory medical report and to the conditions of the 
Local Government Superannuation Act, 1937, as amended by 
the National Health Service superannuation regulations, and 
will be terminable by 3 months’ notice on either side. In accord- 
ance with the Disabled Persons (Employment) Act, 1944, other 
things being equal, preference given to registered disabled persons 
within the meaning of the Act. 

Application forms obtainable from the County Medical 
Officer, Ivybank, 45, St. Davids-hill, Exeter, to whom they 
must be returned on or before 19th December, 1949. Canvassing, 
either directly or indirectly, will be a disqualification. 

The Castle, Exeter. H. A. Davis, Clerk of the Council. 














CIVIL SERVICE COMMISSIONERS invite applications for the 
permanent appointments of PRINCIPAL MEDICAL OFFICER 
(Research) and MEDICAL OFFICERS (Research) in a Research 
Establishment of the Ministry of Supply in 8S. England. Can- 
didates must have been born on or before Ist August, 1918 
and must be Bacteriologists (or experimental Pathologists in 
the case of Medical Officers (Research) ) with good experience of 
original research. They must possess recognised medical quali- 
fications. Inclusive salary scales for Men and Women: Principal 
Medical Officer (Research), £1320-£1500; Medical Officers 
(Research), £960 at age 35, with adjustments according to age 
above or below 35 on appointment, rising to £1320. 

Further particulars and application forms from the Secretary, 
Civil Service Commission, Scientific Branch, 7th Floor, Trinidad 
House, Old Burlington-stret, London, W.1, quoting no. 2729. 
Completed applications should be returned as soon as possible. 
CUMBERLAND COUNTY COUNCIL invite applications for 
post of ASSISTANT COUNTY MEDICAL OFFICER (Male or 
Female). Salary within range £760-£50-£910, according to 
qualifications and experience. The question of raising the 
maximum salary to £935, by means of a final increment of £25, 
is being considered by the County Council early in 1950. 
Travelling and subsistence allowances will be on the County 
scale for the time being in force. Applicants must be registered 
medical practitioners and experience in the school health service, 
maternity, and child welfare and tuberculosis, and the hoiding 
of a D.P.H. or corresponding qualification, and/or the D.C.H., 
will be a recommendation. 

Further particulars and forms of application obtainable from 
the County Medical Officer, 11, Portland-square, Carlisle, to 
whom applications should be submitted immediately. 

G. N. C. Swirt, Clerk of the County Council. 
DERBYSHIRE COUNTY COUNCIL. County Health Department. 
The Council require the services of a fully qualified Woman 
ASSISTANT MATERNITY AND CHILD WELFARE 
MEDICAL OFFICER, experienced in antenatal work, midwifery, 
and children’s diseases, to hold consultations at the maternity 
and child welfare clinics and centres of the Derbyshire County 
Council and to perform such other duties as appertain to the 
office. Appointee will not be allowed to engage in private practice, 
but will be required to devote her whole time to the duties 
of the office and will act under the direction of the County 
Medical Officer. Salary £735 p.a., by annual increments of £25 
to £935 p.a., with a travelling allowance in accordance with 
the County Council’s scale. Appointment subject to provisions 
of Local Government Superannuation Act, 1937, and successful 
candidate will be required to pass a medical examination. 
Appointment terminable by 3 months’ notice on either side. 

Forms of application obtainable from undersigned) to*\whom 
they must be returned by 24th December, 1949. 

Sore’ Do MORGAN, County Medical ®fficer. 

County Offices, St. Mary’s Gate, Derby, 

22nd Novembe r, 1949. 


HIS MAJESTY’S COLONIAL SERVICE, Kenya. Medical Officers 
required for general duties. Appointments will be on 2 years’ 
probation for permanent and pensionable employment. Salary 
scale £865-£1320. Initial salary determined by war service 
and experience. Where available, quarters provided at 10% of 
salary. Free passages for officer, wife, and up to 1 adult passage 
for children. Income-tax at low rates. Tour of service is 
40-48 months. Generous home leave. Candidates must possess 
medical qualifications registrable in the United Kingdom. 

Application forms obtainable on request (quoting reference 
no. 27215/152) from the Director of Recruitment (Colonial 
Service), Colonial — Sanctuary Buildings, Great Smith- 
street, London, S.W 


HIS MAJESTY’S Sees SERVICE, Seychelles. Medical 
OFFIC ERS required for general duties. Appointment will be 
on 3 years’ probation for permanent and pensionable employ- 
ment. Salary scale, including expatriation allowance, is 
Rs.10,800—Rs.15,000 (£810-£1125 a year current sterling 
equivalent at Rs.1 to 1s. 6d.). Quarters provided at 8% of basic 
salary. Free passages on appointment for officer, wife, and up 
to 3 children, and thereafter for officer, wife, and up to cost of 
1 adult passage for children. Income-tax at — rates. Tour 
of duty is 2-3 years. Generous home leave. Candidates must 
possess medical qualifications registrable in the United Kingdom. 

Application forms obtainable on request (quoting reference 
no. 27215/115) from the Director of Recruitment (Colonial 
Service), Colonial —— Sanctuary Buildings, Great Smith- 
street, London, S.W. 


HIS MAJESTY’S aeeaaar SERVICE, ‘Singapore. "Tuberculosis 
SPECIALIST required to investigate tube reulosis position and 
organise tuberculosis service under the Director of Medical 
Services, Singapore. Appointment will be on contract for 2 years. 
Salary scale, including expatriation pay, is $1110—$30- “$1140 

$40-$1180 a month (£1554-£1652 a year sterling equivalent at 











1 Malayan dollar to 2s. 4d.). Cost-of-living allowance $150 a 
month (£210 a year) for single officer, $300 a month (£420 a year) 
| for married officer, $375 a month (£525 a year) for married 
| Officer with dependent children. Singapore allowance 850 a 
month (£70 a year). Minimum emoluments for married officer 
£2044 a year. Gratuity payable at rate of £37 10s. for each 
| completed period of 3 months’ service. Partly furnished 
| Government quarters provided at nominal rent. Income-tax 
is very low. Free passages for officer, wife, and children under 

10 years of age, not exceeding 4 persons besides himself. Candi- 

dates must be British subjects with qualific ations registrable in 
| the United Kingdom with at least 5 years’ specialised experience, 

dispensary, and sanatorium. Higher qualifications preferable. 
| Previous experience in administering a tuberculosis service 
desirable, since building up a comprehensive service will be an 
integral part of the selected candidate’s duties. 

Application .forms obtainable on request (quoting reference 
no. 27215/171) from the Director of Recruitment (Colonial 
Service), Colonial Office, Sanctuary Buildings, Great Smith- 
street, 


London, S.W.1. 
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HIS MAJESTY’S COLONIAL SERVICE, Singapore. Health 
OFFICER (Schools) required to take charge of all school medical 
work under the direction of the Chief Health Officer. Appoint- 
ment will be on 3 years’ probation for permanent and pensionable 
employment. Salary scale, including pensionable expatriation 
pay, is $670—$1065 a month (£938-£1491 a year current sterling 
equivalent at 1 Malayan dollar to 2s. 4d.).Cost-of-living 
allowance of 50% of substantive salary is payable, subject to 
maxima of 3150 a month (£210 a year) for single officers, $300 
a month (£420 a year) for married officers, $375 a month (£525 
a year) for married officers with children. Singapore allowance 
$50 a month (£70 a year). Quarters and heavy furniture, if 
available, provided at low rental. Free passages provided for 
officer, wife, and children under the age of 10 years, not exceeding 
4 persons besides himself. Income-tax at local rates. Tour of 
service is 3-4 years. Generous home leave. Candidates, Male 
or Female, preferably under 35 years of age, must have had 
experience in school medical work, and must have registrable 
medical qualification. Preference given to applicants holding a 
D.P.H. or D.C.H. 

Application forms obtainable on request (quoting reference 
no, 27215/231) from the Director of Recruitment (Colonial 
Service), Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, 8S.W.1. 


HIS MAJESTY’S COLONIAL SERVICE, Nigeria. 2 Malariologists 
required to carry out duties in connexion with malaria survey, 
research and control. The malaria service of the Medical 
Department is to be expanded and posts offer possibilities for 
research and specialised scientific training to Medical Officers 
interested in general epidemiology and public health. Appoint- 
ments will be on 3 years’ probation for permanent and pen- 
sionable employment, but short-term contracts are available if 
preferred. Salary scale, including pensionable expatriation 
allowance, is £890-£1600 a year. War service and experience 
will determine initial salary. Quarters provided at low rental. 
Free passages for officers and wives. Income-tax at low rates. 
Tour of service is 18 months. Generous home leave. Candi- 
dates must possess medical qualifications. registrable in the 
United Kingdom. 

Application forms obtainable on request (quoting reference 
no. 27215/235) from the Director of Recruitment (Colonial 
Service), Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, 8.W.1. 

GREAT YARMOUTH. COUNTY BOROUGH OF GREAT 
YARMOUTH. Applications invited from duly qualified medical 
practitioners for following appointments :— 

DEPUTY MEDICAL OFFICER OF HEALTH. Applicants 
must have a qualification in public health and should have had 
experience in general public health and school medical work 
and be capable of assuming full responsibility for the Health 
Department in the absence of the Medical Officer of Health. 
Duties include clinical work at the Isolation Hospital on behalf 
of the Regional Hospital Board, and experience in infectious 
diseases will be considered an additional qualification. Salary 
within scale £950 p.a., by annual increments of £50 to maximum 
of £1050, plus a car allowance which at present is at rate of 
£120 p.a. Appointment subject to superannuation and may be 
terminated by 2 months’ notice on either side. 

ASSISTANT MEDICAL OFFICER OF HEALTH AND 
ASSISTANT SCHOOL MEDICAL OFFICER = (combined 
appointment). Preference given to candidates who have a 
qualification in public health or a D.C.H. and who are approved 
by the Ministry of Education for the ascertainment of educa- 
tionally subnormal pupils. Duties include clinical work at the 
Isolation Hospital on behalf of the Regional Hospital Board, 
and experience in infectious diseases considered an additional 
qualification. Inclusive salary within scale £735 p.a., by annual 
increments of £25 to £935 p.a., and a car allowance which at 
present is at rate of £90 p.a. Appointment subject to super- 
annuation and may be terminated by 1 month’s notice on either 
side. 

Salaries subject to adjustment in accordance with any agreed 
national scales which may be adopted by the Great Yarmouth 
Corporation. 

Details regarding submission of applications and further 
information regarding appointments may be obtained from me, 
and applications for Assistant M.O.H. post should reach me by 
12th December, 1949, and for Deputy M.O.H., by 19th December, 
1949. FARRA CONWAY, Town Clerk. 

Town Hall, Great Yarmouth, 26th November, 1949. 


MINISTRY OF PENSIONS. 
War Pensions Welfare Service, X-Ray Clinic, 81, St. Mary’s- 
place, Newcastle on Tyne 5 - : 

Applications invited for appointment as VISITING CON- 
SULTANT RADIOLOGIST (part-time) to above Clinic. 
Remuneration is by honorarium at rate of £200 p.a. for each 
half-day up to a maximum of 8 per week, and mileage (ls. a 
mile exclusive of the first 2 miles). : : 

Applications, stating age, qualifications with dates, and 
experience, with copies of 2 recent testimonials, should be 
addressed to the Secretary, Ministry of Pensions, M.S.3, 
Norcross, Blackpool, Lanes. 








MINISTRY OF PENSIONS. 

War Pensions Welfare Service, X-Ray Clinic, Government 

Buildings, Vassal-road, Fishponds, Bristol t 4 

Applications invited for appointment as VISITING CON- 
SULTANT RADIOLOGIST (part-time) to above Clinic. 
Remuneration is by honorarium at rate of £200 p.a. for each 
half-day up to a maximum of 8 per week, and mileage (1s. a 
mile exclusive of the first 2 miles). ‘ 

Applications, stating age, qualifications with dates, and 
experience, with copies of 2 recent testimonials, should be 
addressed to the Secretary, Ministry of Pensions, M.S.3 
Norcross, Blackpool, Lancs. 





MIDDLESEX COUNTY COUNCIL. Deputy Area Medical 
OFFICERS required by County Health Department, initially 
in Areas 5 (Harrow), 8 (Uxbridge, Ruislip, Northwood, Yiewsley 
and West Drayton, Hayes and Harlington), 9 (Heston and 
Isleworth, Brentford and Chiswick, Southall), 10 (Twickenham, 
Feltham, Staines, Sunbury-on-Thames) for duties, administra- 
tive and clinical, mainly in connexion with National Health 
Service ayd Education Acts. Must be prepared, if required, 
at a future date also to undertake the duties of Medical Officer 
of Health or Deputy of one or more of the County Districts in 
the area under arrangements between the County Council and 
Local Authorities, in which case if any adjustment of the 
salary scale were appropriate according to Ministry of Health 
regulations or otherwise, it would be made. Degree or diploma 
in State medicine or public health and practical experience of 
public health administration essential. Whole-time, established, 
subject to medical examination and prescribed conditions of 
service. Salary £1025 p.a., plus any temporary bonus (now 
£60 p.a.), subject to revision when new scales issued. 

Application forms from undersigned (stamped - addressed 
foolscap envelope) to be returned within 14 days (quoting 
G.309.L.). Canvassing disqualifies. 

C. W. RADCLIFFE, Clerk of the County Council. 

Middlesex Guildhall, Westminster, 8.W.1. 


NORTHAMPTON. COUNTY OF NORTHAMPTON. Appli- 
cations invited from suitably qualified medical Men or Women 
for Whole-time appointment of ASSISTANT MEDICAL 
OFFICER for Maternity and Child Health Services, at an 
inclusive salary of £810-£25-£1060 p.a., subject to deduction 
for superannuation, plus travelling and subsistence expenses, 
in accordance with the scale from time to time approved by 
the Council. Successful candidate required to provide a motor-car 
for official journeys. Duties of appointment will be mainly to 
conduct antenatal clinics and child welfare centres, together 
with some school health work and candidates should have 
special knowledge and experience of maternity and child 
welfare and of diseases of children; the possession of the 
D.C.H. or the D.Obst. R.C.0.G. considered an advantage but is 
not essential. If suitably qualified successful candidate will be 
given opportunities of assisting in administration. Appointee 
will work under the direction and control of the County Medical 
Officer of Health. Appointment determinable by 3 months’ 
notice on either side. 

Applications, stating age, qualifications, and experience, 

th names of 3 referees, should reach undersigned by 31st 
December, 1949. 

J. ALAN TURNER, Clerk of the County Council. 

County Hall, Northampton. 


ROYAL NEW ZEALAND AIR FORCE. Required, Junior Medical 
OFFICER for service with the R.N.Z.A.F. as Flight-Lieutenant 
for a period of 2 years. Should have served with the R.A.F. 
Medical Branch. Free passage to New Zealand for selected 
Medical Officer and wife. 

Written applications, giving details of service and quali- 

fications, to Headquarters, Royal New Zealand Air Force, 
Halifax House, 51, Strand, London, W.C.2. 
ROTHERHAM. COUNTY BOROUGH OF ROTHERHAM. 
Applications invited from fully qualified medical practitioners 
(Male) for post of SENIOR SCHOOL MEDICAL OFFICER 
AND DEPUTY MEDICAL OFFICER OF HEALTH at a 
commencing consolidated salary of £1060 p.a., rising by 3 
biennial increments of £50 and 1 of £37 10s. to maximum of 
£1247 10s. p.a. Applicants must possess the D.P.H. and have 
had previous experience in school health, maternity and child 
welfare, and general public health work. Appointee will be 
responsible, under the direction of the Medical Officer of Health, 
for the whole of the duties appegtaining to the school health 
service and for carrying out administrative and other duties 
in connexion with maternity and child welfare and general 
public health work. Appointment is whole time and successful 
candidate will not be allowed to engage in priyate practice. 
Post terminable by 3 months’ notice on either side at any time 
and will be subject to the Council’s regulations relating to sick 
pay and service conditions. Successful candidate required to 
pass a medical examination for superannuation purposes. 
The tenancy of a 3-bedroomed house is available. 

Forms of application obtainable from the Medical Officer 
of Health, Municipal Offices, Rotherham, and must be returned 
to undersigned, giving names of 3 referees, and endorsed 
‘* Deputy Medical Officer of Health,’’ by 19th December, 1949. 
Every application must state whether the candidate is related 
to any member or officer of the Rotherham County Borough 
Council. Deliberate omission to disclose any such relationship 
will disqualify the candidate. Canvassing of members of the 
Council whether direct or indirect will disqualify any candidate. 

JOHN S. WALL, Town Clerk. 

Municipal Offices, Rotherham, 22nd November, 1949. 


STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT. Public 
HEALTH DEPARTMENT. Applications invited from qualified 
medical practitioners (Women) for post of ASSISTANT MEDI- 
CAL OFFICER in the Maternity and Child Welfare Services. 
Candidates should have experience in diseases of children and 
obstetrics. Opportunity will be given for hospital contact with 
both peediatrics and obstetrics. The possession of a D.P.H. or 
D.C.H. will be considered an additional qualification. Salary 
£735 p.a., by annual increments of £25 to £935. Where a 
candidate is in the service of another authority, on a rising 
scale, recognition may be given to past service in fixing the 
commencing salary. 

Forms of application obtainable from the Medical Officer of 
Health, St. Peter’s Chambers, Glebe-street, Stoke-on-Trent, to 
whom completed forms should be returned, with copies of 
1-3 recent testimonials, as soon as possible. 

HARRY TaYLor, Town Clerk. 
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TREASURY MEDICAL SERVICE. Applications invited from 
medical practitioners, practising in the districts detailed below, 
for onpantne in a part-time and mainly advisory capacity, 
as LOCAL TREASURY MEDICAL OFFICER for each of the 
places or groups of places shown. The town shown in brackets 
after the place-name indicates. the Head Post Office area in which 
the place is situated. Successful applicants required to examine 
and report on the condition of certain Government officers, 
teachers, candidates for appointment, &c., who may be referred 
to them from time to time; and to attend when summoned to 
an emergency case of accident or sudden illness occurring in a 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to the 
Treasury Medical Adviser, Treasury Chambers, Whitehall, 
3.W.1, for a form in which application may be made. Applicants 
should normally be not more than 60 years of age. 

The places for which applications are invited are as follows : 

ENGLAND AND WALES 

Royston and Carlton (Barnsley). 

Great Shelford, Harston, Haslingfield, Little Shelford, Staple- 

ford, Grantchester, and Trumpington (Cambridge). 

Misterton, Walkeringham, West Stockwith, Beckingham, and 

Gringley-on-the-Hill (Doncaster). 
Ramsey, Kirk Michael, Ballaugh, Sulby, and Kirk Andreas 
(Douglas, Isle of Man). 
Bagshot, Lightwater, and Windlesham (Woking). 
SCOTLAND 

Balfron (Glasgow). 

Crail (St. Andrews). 

WEST AFRICA. Applications invited for post of Physiologist, 
Heat Research Unit, Nigeria. The selected officer would be 
required to collaborate fully in the Unit’s approved research 
programme, but would be given opportunity and encourage- 
ment to carry on research on his own if relevant to the objects 
Appointment is for research only, and no 
routine teaching or other duties would be required. Considerable 
travelling might be involved on field work and comparatively 
long periods may be spent away from the laboratory, which is 
situated at Oshodi near Lagos. Applicants should possess a 
good honours degree in physiology with postgraduate research 
experience. A medical qualification is desirable but not essential. 
Appointment open to Men only. Emoluments (inclusive of 
expatriation allowance) £660—£1300 p.a. for an officer without 
medical qualifications ; or £890-£1600 p.a. if the officer is medi- 
cally qualified. Entry-point would be determined by age and 
experience. Furnished quarters would be provided at a rent 
varying, according to salary, from £90-£150 a year. Selected 
candidate would be appointed on agreement for approximately 
2 years in the first instance. Existing F.S.S.U. policies would, 
when possible, be maintained on usual basis 5 otherwise a gratu- 
ity would be payable on completion of agreement. Free passages 
provided for officer and his wife on first appointment and when 
proceeding on or returning from leave. Outfit allowance of 
£60 payable on first appointment. Selected candidate would 
be required to contribute to the West African Widows and 
Orphans Pension scheme. 

Application forms obtainable from Under-Secretary of State 

(Research Department), Colonial Office, Sanctuary Buildings, 
Great Smith-street, London, 8.W.1. 
WESTERN AUSTRALIA STATE PUBLIC SERVICE. Assistant 
Medical Officers (3). Applications are called for following 3 
newly created appointments in the Mental Hospitals Department. 
Duties are those of Medical Officers at either Reception Homes 
or Mental Hospitals. Medical officers may be called upon to 
attend outpatient clinics. 

(1) ASSISTANT MEDICAL OFFICER, class 1. Previous 
experience in general psychiatry is necessary. The D.P.M. 
will be an added recommendation. Salary range £1043-—£1212 
p.a. inclusive of £100 basic wage adjustment. Commencing 
salary determined on qualifications and experience. 

(2) 2 ASSISTANT MEDICAL OFFICERS, class 2. Previous 
experience, while preferable, is not essential. Salary range 
£965-£1095 p.a. inclusive of £100 basic wage adjustment. 
Commencing salary in accordance with qualifications and 
experience. 

All positions are normally resident. A deduction of £70 p.a. 
for partly furnished house, light, fuel, and laundry, if married, 
or £105 for board and lodgings, if single, will be made. 
accommodation is not available an allowance of £2 2s. per week 
will be made for living out: Conditions are subject to the 
Public Service Act and superannuation under a contributory 
scheme which provides for the State meeting 60% of pension 
benefits to a maximum of £650 p.a. on retirement at age 60 
(optional) or 65 (compulsory). 

Applications, in duplicate, with references giving full particu- 
lars, qualifications, experience, age, and marital condition, 
should be lodged with the Official Secretary, Western Australian 
Government Agency, Savoy House, 115-116, Strand, London, 
W.C.2, by 21st December, 1949. 

PERSIAN GULF. THE STATE HOSPITAL, Kuwait, Persian Gulf, 
invites applications from ophthalmologists holding D.O.M.S. 
or its equivalent, and wide experience, for post of EYE 
SPECIALIST. Salary £2500 p.a., tax free with increments. 
Age, under 40. The C.M.O. of the Hospital is British (F.R.C.S.). 
Liberal allowance for the purchase and maintenance of a car, 
free furnished flat, good leave, free air passages on appointment, 
leave, and termination. Some tropical or Middle Eastern 
experience desirable (must learn Arabic) but qualifications, 
experience, and personality are paramount. This position would 
best suit a man whose skill and personality will gain the confidence 
of Arab patients and who wants to initiate and develop the 
pam “ot haem good eye service which,is a primary aim of the 
ospita! 

In applying, give full particulars of qualifications and experi- 
ence ps 9 names of 3 referees. State if married and what family. 
—Address, No. 347, 
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PERSIAN GULF." GOVERNMENT OF BAHRAIN invites appli- 
cations for post of ASSISTANT to the State Medical Officer, 
Bahrain, whose duties would be public health work and the 
creation of a Public Health Department. Age 26-30. Salary 
Rs.1000 per month (Rs.1 = 1s. 6d.), plus 20% dearness allowance, 
rising by increments of Rs. 50 p.m. annually. No income-tax. 
Free quarters with furniture and car. Leave accumulates at 
24 months for each year’s service. Agreement for 4 years, 
renewable by mutual consent. Knowledge of Arabic must 
subsequently be acquired. 

Applications should be addressed to the Adviser, Bahrain 
Government, Bahrain. 





General Practice 
For an Executive Council post apply on form E C.16 obtiinable from 
the council. Mark envelope ‘ vacancy.’ 





PLYMOUTH. Applications invited from Doctors who wish to 
undertake General Medical Services on the Ernesettle Housing 
Estate, St. Budeaux, Plymouth. There is no list of patients. 
A council house on the Estate will be made available to an 
acceptable tenant by the Housing Committee of the City 
Council, and within about 15 months’ time a specially designed 
house will be available. About 300 houses are erected and 2000 
will be when the Estate is completed. Apply on Form E.C.16 
by 10th December, 1949, giving details of professional experience, 
age, and other supporting particulars, and any references it 
is desired to submit to the Executive Council for Plymouth, 
Dispensary Buildings, Catherine-street, Plymouth. 





Miscellaneous 





2 Medical Officers required for Gold Mining Companies on Gold 
Coast to act as loeums with the possibility of becoming per- 
manent, Free passage and accommodation. Contract minimum 
6 months, commence ing salary £100 per month.—Write: Box 
no. G.581, c/o STREET’s, 110, Old Broad-street, London, E.C.2 
Wanted- immediately, Assistant, rural practice. Evangelica! 
Christian.—KNappetr, Litcham, King’s Lynn. RS 
Dispenser (Lady) wanted. Country Practice near Bournemouth. 
Excellent accommodation, short hours.—-Dr. Storrs, Manor 
Hoyse, Bere Regis, Dorset. __ 

Trained medical Secretary requires ‘part-time work, preferable 
Hendon-Finchley are a, 3 mornings a week. Available January. 
—Mrs. McCaLiuMm, 2 , Village- ‘road, N.3. 

Secretaries, Reseptioniota, supplied to Specialists, General Practi- 
tioners, Hospitals. No fee employer.—MEDICAL SERVICES 
EMPLOYMENT BUREAU, 23, Mount Park-road, W.5 (P »Rivale 
1976).* Established 1943. nt 
Harley-street and District. Consulting-room, full and part time, 
at moderate rents.—ELGoop & Co., 1, Bentinck-street, Welbeck- 
street, W.1 (WELbeck 8974). 


Nursing-home for Sale. South Coast Town, renowned centre for 
recuperation, Nursing-home, medical and chronic, registered, 
12 patients. Full catering licence, takings about £5500, 
established 8 years. Excellent position, superior freehold 
residence. 3 garages, }? acre of ground, s/c flat. Price £11,000, 
fully furnished and equipped.—(Ref. 6/P/3226) Harvey 
NICHOLS & Co. Lrp., Auctioneers and Valuers, 120, Commercial- 
road, Bournemouth (Telephone 1055 (4 lines)). 

















Hampstead. - First-class Private Nursing-home for Sale as a going 
concern with effects. Long lease.—Particulars from: FARE- 
BROTHER, ELLIS & Co., 29, Fleet-street, E.C.4 (CENtral 9344). 
Exceptional property in lovely Surrey country ‘designed for use 
as a Private Nursing-home. Over 30 patients’ and staff rooms, 
bathrooms, offices, domestic quarters, garages, dairy, &c., 9 or 
10 acres available. Well built and standing in secluded grounds 
with extensive views.—Full particulars from: HARINGTON & 
GROVES, Surveyors and Estate Agents, Old Coulsdon (Telephone : 
Downland 780). ‘ 
Well-appointed Residence just off Harley-street. Suit Doctor. 
45 years’ lease £70 p.a. 7 bedrooms, 3 reception, winter garden, 
usual offices. Posse ssion. Price £11,000.—HILLIER, PARKER, 
MAY AND ROWDEN, 77, Grosvenor-street, W.1 (MAYfair 7666). 
Advertiser (Woman) has eminently suitable secluded estate 
property 20 miles London, Surrey, would like to meet accredited 
practitioner, preferably Psychiatrist, with view to residential 
partnership for development of.same as retreat along st 
Continental (possibly Bircher-Benner) lines. —Address, No. 350, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C. 
Heidbrink Portable Anzsthetic Machine, perfect condition. aie 
West End by appointment. Fair price.—Address, No. 349, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C. 


Microscopes wanted. Highest prices paid for good modern en 
ments. Send your equipment for Me aa 8 or write—W ALLACE 
HEATON, LTD., 127, New Bond-street, W. 

Applicants for posts, requiring Seeatele copied or duplicated 
should communicate with MANTON SECRETARIAL SERVICE, LTD., 

98, Victoria-street, S (Phone: VICtoria 0141), who are 
specialists in this kind of work. 





























Members of the profession who are concerned to review their 
position in relation to insurance, education policies, and pension 
schemes are invited to consult Donald Macleod who is especially 
qualified to answer their problems and resolve their difficulties. 
Write or telephone for an appoi without obligation to 


DONALD MACLEOD 
Life Underwriter 
Manufacturers Life Insurance Company of Canada 
243, Regent Street, London, W.1. Telephone: REGent 6833 
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$ Important Vitamins 





Aqueous Solution 


* Abidec’ Drops present a stable, aqueous solution of eight 
important fat-soluble and water-soluble vitamins, and are 
intended for the prevention and treatment of vitamin 
deficiencies, particularly in children. 


The solubilizing of vitamins A and D and their presentation 
with the water-soluble B complex vitamins and vitamin C 
in the form of a stable, non-alcoholic solution is an out- 
standing pharmaceutical achievement. 


* ABidec’ Drops are well tolerated by infants and children 
and may be taken directly or mixed with milk, fruit juices, 
soups, cooked or pre-cooked cereals and other foods. 


The drops may be safely added to the contents of the 
infant’s feeding-bottle without altering appreciably either 
taste or appearance. The full daily dose is preferably 
given in a single feeding. 


Each 10 minim dose (30 drops) of ‘Abidec’ Drops represents : 


Vitamin A ; §000 International units 
Vitamin D ; 1000 International units 
Vitamin B, (Aneurine Hydrochloride) . ; I mgm. 
Vitamin B, (Riboflavin) . 0.4 mgm. 
Vitamin B, (Pyridoxine Hydrochloride) . 0.5 mgm. 
Pantothenic Acid (as the sodium salt) . ‘ I mgm, 
Nicotinamide . ‘ : , 5 mgm. 


Vitamin C (Ascorbic Acid) . 4 ; - 25 mgm. 


HOUNSLOW, MIDDLESEX Telephone : 






Dose for infants under 1 year : 
5 minims (15 drops) daily; 
for older children, 10 minims 
(30 drops) daily. 


In 10 c.c. and §0 c.c. bottles. 


HOUnslow 2361 


PARKE, DAVIS & COMPANY 


Ine..U.S.A., Liability Ltd. 
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